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INTUBATION IN DIPHTHERIA. 


By W. K. SIMPSON, M.D., 
OF NEW YORK; 
SURGEON TO THE NEW YORK EYE AND EAR INFIRMARY; INSTRUC- 
TOR IN DISEASES OF THE NOSE AND THROAT IN THE COL- 
LEGE OF PHYSICIANS AND SURGEONS 
(COLUMBIA UNIVERSITY). 


Ir can be said with truth that the advent of intu- 
bation for the relief of diphtheritic croup undoubtedly 
marked one of the greatest achievements of modern 
medicine, and, in connection with the present anti- 
toxic treatment of diphtheria, has most materially 
lessened its mortality and robbed of its horrors one 
of our most fatal diseases. This can be appreciated 
if we consider for a moment the status of tracheot- 
omy in its relation to croup before the days of intu- 
bation, and we cannot do better than quote the words 
of Dr. O’ Dwyer in answering the question, ‘‘What 
led to the first experiment in intubation?’’ ‘‘Complete 
failure with tracheotomy in the New York Found- 
ling Hospital, extending over a period of several 
years.’’* 

Notwithstanding that in a certain percentage of 
cases of tracheotomy under the most favorable con- 
ditions recovery ensued, the horrors and difficulties 
incident to operation in young children, the added 
surgical wound, with the chances of increased infec- 
tion, the skilled and laborious attention necessary in 
the after-treatment, and, above all, the great fatal- 
ity, caused an abhorrence alike on the part of both 
parent and physician—to the extent that the latter 
gladly delayed surgical interference as long as possi- 
ble, and in many quarters the operation was prac- 
tically abandoned and the little ones allowed to die 
after the gamut of non-surgical methods had been 
run. Ihave often thought that the delay due to this 
great dread of tracheotomy was itself largely account- 
able for the fatality attending its performance; for it 
was a brave surgeon who would tracheotomize in the 
earliest stages of laryngeal croup. It is fair to sup- 
pose that had this dread not existed and had 
the operation commonly been performed at an 
earlier stage the results would have been better. No 
wonder is it then that a thinking mind in constant 
association with diphtheritic croup and its deplor- 

1 Read at a meeting of the New York Academy of Medicine, un- 
Laryngol 


der the auspices of the Section on logy and Rhinology, 
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able results set about the institution of some other 
means for its relief; that such means were success- 
fully put in practice, and that the unremitting pa- 
tience and toil of the inventor were finally rewarded 
experience has fully demonstrated. 

The real battle of intubation was waged and its. 
glories won before the days of antitoxin, and had 
the percentage of recoveries been even less than 
that furnished by tracheotomy, it must not be for- 
gotten that the simpler nature of intubation per- 
mitted its performance in hundreds of in- 
stances in which either the parents or physician 
would have objected to or even refused tracheotomy, 
thus in intubation furnishing an opportunity of 
at least attempting to save life, which would have 
been forever denied through tracheotomy. This is, 
doubtless, the individual experience of those who 
have intubated to any extent, and it receives further 
confirmation from the collective investigation of the 
American Pediatric Society,’ in the report of which 
it is stated that out of 657 cases in which operation 
was performed there were 637 intubations and 20 
tracheotomies. This is a point which has not been 
sufficiently emphasized in considering the great value 
of the former operation. 

No new operation to supplant a well-grounded 
procedure can thrive without passing through the 
crucible of criticism and thorough testing, and in- 
tubation has been no exception to this rule; re- 
ceived, at first, both here and abroad with its meas- 
ure of opposition and doubt, it may be safely said 
that they have been overcome, and that, in this coun- 
try at least, it has rendered tracheotomy practically 
obsolete as a primary operation. It may always be 
taken for granted, in a case of general or pseudo-diph- 
theria, that the onset of laryngeal symptoms, 7. ¢., 
croupy cough, loss of voice, and impaired breath- 
ing, indicates laryngeal extension of the disease, and 
this at once raises the question when to intubate, and 
let me say here, parenthetically, that my subsequent 
remarks will entirely consist in a consideration of in- 
tubation and its relations to the antitoxic treatment. 

The question of when to operate is always of vital 
importance, and especially so if for any reason anti- 
toxin is not employed. Wecan recall the various 
opinions which have been held on this point, rang- 
ing from intubating at the very beginning of the 
manifestation of croupy symptoms to waiting for the 

4“*Report of the American Pediatric Society,” 1896-7. 
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more positive condition of progression marked by 
recession of the extraneous muscles of respiration 
and signs of cyanosis. 

It has been well proven by the report of the 
American Pediatric Society already referred to, that 
in sixty per cent. of the cases of laryngeal diphtheria 
intubation is not required, if reliable antitoxin has 
been properly administered at an early stage of the 
disease. If, however, croupy symptoms supervene 
and progress, the use of the antitoxin should be con- 
tinued, the dosage being based upon the age of the 
child and the araount previously given, and at the 
same time the croupy symptoms should be watched, 
remembering that it sometimes requires twenty-four 
hours for the full effect of the antitoxin to be mani- 
fested; this is especially important if the symptoms of 
laryngeal stenosis are the first indications of the 
presence of diphtheria. In either event, and here 
the initial dose of antitoxin should be a full one, in 
‘the interval while waiting for the antitoxin effect, 
if the symptoms of stenosis are progressive, intuba- 
tion should be immediately performed; never, in any 
instance, is it justifiable to await the approach of the 
severer symptoms of stenosis. After intubation the 
use of antitoxin should be continued on the prin- 
ciples already given, to be discontinued as the mem- 
brane shows a marked tendency to exfoliate, and the 


respiratory symptoms a tendency to disappear, and 
as the other general conditions, especially the pulse 
and temperature, resume a more normal condition. 


HOW LONG SHALL THE TUBE REMAIN IN THE LARYNX? 


In pre-antitoxin days the average period during 
which the tube was allowed to remain in the larynx 
was from six to seven full days. Under the present 
mode of combined treatment the time may be 
somewhat shorter, varying in different experiences 
from three to five days. The usual time at the Will- 
ard Parker Hospital is at present four days, and at 
the New York Foundling Hospital three days. Per- 
sonally, in private practice, I prefer to leave the tube 
ih the larynx during five full days if there are no in- 
dications for removing it, on the general principle 
of avoiding unnecessary reintroductions. 

In hospital practice, where assistance is always at 
hand in case of emergency, there is less danger 
in leaving the tube in a shorter time; for, should oc- 
casion arise, it can be at once replaced. Verbal re- 
ports from the institutions mentioned do not show 
any comparative increase of the necessity for reintro- 
ductions between the older and the present methods 
of combined treatment. The duration of the dis- 
ease has been so shortened by our present treatment 
that undoubtedly in many cases the tube may be re- 
moved earlier without the necessity of reintroduction. 





The principal indications for removing the tube 
previous to its final removal are severe discomfort or 
pain from pressure, especially if the pain be radiat- 
ing in character, thus indicating the occurrence of 
ulceration, severe attacks of coughing, and sud- 
den stenosis due to the lodgment of membrane in 
the lumen of the tube. This last-named condition 
is, perhaps, more likely to arise earlier under the 
antitoxin treatment on account of the earlier exfoli- 
ation of the membrane. In some instances, how- 
ever, if the membrane be sufficiently loosened to 
block up the tube, the latter will be coughed up with 
the membrane. This is especially the case with the 
present rubber tubes, especially if the tube does not fit 
too tightly. If under these circumstances the tube is 
expelled, its reintroduction may zof be necessary, or 
at any rate, the necessity of reintroduction will, as 
a rule, be sufficiently delayed to permit reintroduc- 
tion by the physician in charge. 

In a very small percentage of cases of intubation, 
after the original cause of the stenosis has ceased 
to operate, there occurs a more or less permanent 
stenosis, necessitating almost constant use of the tube 
for a period of a few days to some months. These 
cases are classed under the head of ‘‘retained intu- 
bation tubes.’’ The course and treatment of this 
condition is most elaborately set forth in a classic 
article by Dr. O’Dwyer, read before last years’ 
meeting of the American Pediatric Society, to the 
report of which I refer the reader for a detailed ex- 
position of the subject, though it requires further 
experience for its full elucidation, which will only 
come from a very careful study of the few cases that 
will occur from time to time. 

Dr. O’ Dwyer, in giving the cause and seat of this 
persistent stenosis, says: (1) ‘“The cause of persist- 
ent stenosis following intubation in laryngeal diph- 
theria can be summed up in the single word, trau- 
matism. Paralysis of the vocal cords may possibly 
furnish an occasional exception to the rule. (2) 
The injury to the larynx is done by a tube which does 
not fit properly. It may result either from an imper- 
fectly constructed tube, or from a perfect one which 
is too large for the lumen of the larynx, although 
suitable to the age of the child, or from a tube that 
is perfect in fit and make if it is not cleaned at 
proper intervals. (3) The seat of the lesion which 
keeps up the stenosis is just below the vocal cords in 
the subglottic division of the larynx, or that portion 
bounded by the cricoid cartilage. Exceptions to this 
rule result from injury produced by the head of the 
tube on either side of the base of the epiglottis just 
above the ventricular bands.’’ 

Dr. O’ Dwyer sums up the avoidance of its occur- 
rence and its treatment when present in a full ap- 
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preciation of its causes and the skilful use of tubes 
of proper size, shape, and construction, and the 
use of the hard rubber tube now in vogue, which can 
be worn indefinitely without the occurrence of the 
calcareous granules which appear on the metal tubes, 
and which may become a focus of ulceration; 
further, the rubber tubes at their impinging 
points do not produce the same degree of pressure 
as do the metal tubes. 


TECHNIC OF THE OPERATION. 


The patient should be held firmly upright on the 
left thigh of an assistant, whose legs are tightly 
closed on the patient’s legs. The left arm of the 
assistant is thrown around the back of the patient, 
holding the left hand and arm of the latter, while 
with the right hand the assistant holds the patient’s 
right hand. The right side of the patient is firmly 
held against the breast of the assistant, the left 
side of the patient being free. The second assist- 
ant stands back of the patient, holding the head 
firmly in a suspended position, and steadying the 
mouth gag with the left hand. There should be no 
twisting of the neck of the patient, who should be 
held perfectly straight. This cannot be too strongly 
emphasized, as it especially pertains to the success- 
ful introduction of the tube. The proper-sized tube 
having been chosen according to the scale, it should 
be threaded, always using braided silk of a size which 
will pass easily through the opening in the tube, and 
of a length which will permit of being looped over 
the patient’s ear when the tube is in position, and 
so tied that the knot is always at a point farthest away 
from the tube. 

The operator, standing or sitting in front and a 
little to the right of the patient, at a height which 
gives easy access to the mouth, the patient’s mouth 
being well open and the gag on the left side, passes 
his left forefinger well down into the larnyx over the 
_ epiglottis until he feels the two small tips of the 
arytenoid cartilages, which indicate the posterior 
portion of the larynx. Then the introducing instru- 
ment is quickly passed down over the palmar tip of the 
left forefinger until the end of the tube engages in the 
larynx, gentle pressure being continued until the tube 
is well down in the larynx, when the left forefinger is 
transferred to the head of the tube and the obturator re- 
moved by liberating the sliding catch on the handle 
of the introducer. The left forefinger should re- 
main gently pressing the head of the tube until the 
obturator is well out of the mouth. Care should be 
taken that the obturator is not removed in any way 
from the tube until the latter is well down in the 
larynx, thus avoiding any danger of stripping off or 
wounding the mucous membrane. 





Successful introduction of the tube is almost im- 
mediately rewarded by relief from the difficult 
breathing, which becomes more and more marked as 
the minutes go by and the patient passes into a con- 
dition of rest which is in marked contrast to that 
which necessitated the operation. The means of 
knowing that the tube is properly placed in the 
larynx, are first, the relief in breathing, and second, 
the characteristic cough which immediately occurs 
and is of a moist metallic character produced by 
mucus and air passing through a metallic tube. This 
cough should always be looked for, and if not pres- 
ent should be provoked by the administration of a 
teaspoonful of diluted whisky or brandy. The char- 
acter of the cough is peculiar and is far better ap- 
preciated by being heard than from any descrip- 
tion. Oftentimes, in moribund cases, the cough may 
be delayed or be but feeble when it is heard. The 
cough is valuable in clearing the trachea of secre- 
tions, and as an indication of the firmness with which 
the tube is retained in the larynx. 

Another way of determining whether or not the 
tube is in the larynx is by passing the left index- 


-finger down into the esophagus and feeling the tube 


through the anterior wall of the former. Thismeans 
is of great service if for any reason the breathing is 
not fully relieved and if it is desired to be positive 
as to the position ofthe tube. If, however, after the 
introduction of the tube the breathing is not relieved 
or becomes suddenly worse, the question of having 
pushed down with the tube some detached mem- 
brane is to be considered—this accident may hap- 
pen, but as a matter of fact is very rare. If it 
were of frequent occurrence it would be a most ser- 
ious objection to the operation. The reason of its 
infrequency is that the stenosis is not entirely due 
to a complete membranous cast of the larynx and 
trachea, through which the tube has to pass, but to 
lessening of the lumen of the larynx by infiltration 
of the submucous tissue. This can be easily ob- 
served in a cross-section of a larynx from a case of 
diphtheritic croup. 

The accident mentioned is more likely to occur in 
late cases of croup in which the membrane has be- 
gun to exfoliate, and at any time when traumatism 
has been occasioned by the introduction of the tube. 
It is accompanied by excessive coughing and a flap- 
ping sound caused by the loosened membrane. If 
for this or any other reason the breathing is not re- 
lieved, the tube should be withdrawn by the string 
and the child encouraged to dislodge the loosened 
membrane by coughing, after which a second at- 
tempt at introduction should be made. It some- 
times happens that pieces of detached membrane 
accompany the withdrawal of the tube. Ifit is reason- 
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ably certain that loose membrane is blocking the tube 
and is not readily expelled, a short cylindrical tube 
(foreign body tube) may be inserted. These tubes for 
a given age are much larger in caliber than the ordi- 
nary ones, and allow large masses of membrane to be 
expelled. Owing to their larger size they should not 
be left in the larynx more than a few hours on ac- 
count of the pressure which they cause. 

Another accident which may possibly occur is the 
introduction of the end of the tube into one of the 
ventricles of the larynx. This is obviated by using 
the present type of tubes, somewhat bulging on the 
end, which thus permits them to override the ven- 
tricles, and by keeping in the median line during 
introduction. Introduction of the tube into the 
esophagus will sometimes occur. This can be appre- 
ciated by failure to relieve the difficult breathing, 
and by attempts on the part ofthe patient either to ex- 
pel the tube or by efforts toswallow. If thestring is 
observed to be disappearing within the mouth, it is 
evident that the tube is in the esophagus, and it 
should be immediately withdrawn. This accident 
is an avoidable one and need not occur if the proper 
rules are followed. In the cases in which I have 
seen the tube swallowed it has been passed through the 
alimentary canal within from two to four days with- 
out any accident. The tube may be occasionally 
swallowed when coughed up by the patient. 

The string should be permitted to remain in place, 
being passed over the left ear, until quiet breathing is 
restored, from fifteen minutes to half an hour, and 
should then be removed by cutting one side of the loop 
close to the mouth, taking hold of the long end, and 
withdrawing while the left forefinger is making gen- 
tle pressure down on the head of the tube. Never, 
under any circumstances, remove the string without 
making pressure on the head of the tube, as the 
string becomes twisted in the mouth and will be 
caught in the eyelet of the tube and the latter itself 
withdrawn unless the counter-pressure is made. An- 
other very important precaution in regard to the 
string is that the person holding the child should 
never release the child’s hands until the string is re- 
moved by the surgeon. Almost the first thing a 
child will do if the hands are released is to instinct- 
ively pull at the string, resulting, of course, in with- 
drawal of the tube. 

It is the practice of some, in preparing the child, 
to tightly encase the arms and chest in a draw-sheet 
wrapped around tbe body. While this keeps the 
hands out of the way, it is open to the objection of 
too firmly constricting the chest, and in case of arti- 
ficial respiration being necessary, much valuable 
time may be lost. Also, some operators prefer to 
introduce the tube while the patient is in the dorsal 





position. I have had no experience with this mode 
of procedure and cannot speak of its merits. 

In extracting the tube the same precautions as to - 
the position and management of the patient dur- 
ing introduction should be followed. The instru. 
ment for this purpose is called the extractor. Be- 
fore being used, it is absolutely imperative that 
the thumb-screw on the under side of the instrument 
should be so set that the proximal jaw can open just 
sufficiently to exert the proper amount of pressure 
within the opening in the tube. If the jaws are open 
too widely there is great liability of lacerating the 
surrounding mucous membrane in ineffectual at- 
tempts at removal. It is good practice to test the 
degree of opening of the extractor on a tube of the 
same size as the one in the larynx. In extracting, 
the left forefinger should be passed down on the 
head of the tube until the opening is felt, and then 
the extractor, closed, is passed down until the point 
strikes the head of the tube and enters the opening 
in front of the tip of the finger. When in the open- 
ing in the tube, the jaws of the instrument are 
opened by thumb pressure on its handle, and the 
tube withdrawn, pressure being continuous until the 
extractor and tube are removed from the mouth. 
Never have the thumb on the lever until you feel 
sure that the end of the instrument is in the tube. 

The operation for extracting is perhaps more diffi- 
cult than that of introduction, as it requires a 
finer degree of touch to determine the opening 
in the head of the tube, and the difficulty is in- 
creased in proportion to the smallness of the tube. 
Modifications, from time to time, have been made 
in the head of the tube and in the extractor to facili- 
tate removal, but the original procedure just de- 
scribed is the one almost universally employed. Ex- 
traction by pushing out the tube from below without 
any instrument may successfully be performed—if 
for any reason great difficulty is experienced in the 
application of the usual method—or in case of emer- 
gency when the tube must be removed by the nurse 
in absence of the surgeon. This is done by slightly 
inverting the patient, and, with mouth open, placing 
the thumb in the episternal notch and pushing the 
tube up in the mouth and grasping it with the fin- 
gers of the other hand or with a pair of ordinary for- 
ceps. -This can be done by any one of ordinary in- 
telligence in charge of the case, and is, under these: 
circumstances, a most admirable method of extrac- 
tion. 

After removal of the tube the patient should not 
be left until there is sufficient evidence that the tube 
will not have to be replaced. A smali dose of opi- 
ate may then be given to allay cough and irritation. 
Slight cough and hoarseness generally continue a. 
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few days to two weeks, especially the hoarseness, 
which, however, passes away without incident. 

Feeding after intubation is best accomplished by 
having the child in an inclined position, the head 
being down. This is commonly called the ‘‘ Cas- 
selberry’’ method. It is best performed by raising 
the foot of the bed, removing the pillow, and bring- 
ing the child to the edge of the bed on the side, and 
using for the purpose of feeding an ordinary duck- 
shaped feeding cup. This procedure prevents, in a 
great measure, fluids from entering the tube and 
the accompanying paroxysms of coughing. How- 
ever, it is remarkable how some children, with a 
tube in the larynx, will readily learn to swallow in 
the ordinary upright position. 

I consider it also very excellent practice to keep 
the patient in the feeding position during the entire 
period in which the tube remains in the larynx, in 
order to lessen the chances of secretions passing 
down through the tube, and thus, possibly, causing 
the development of pneumonia. The frequent re- 
moval of the tube for purposes of feeding has been 
advocated by some, but I think such a practice should 
be mentioned only to be condemned. 

The food should be fluid or semi-solid, solid par- 
ticles of food being avoided so as not to run the danger 
of large pieces being drawn intothe tube. In case great 
difficulty is experienced in the use of the mode of 
feeding mentioned above, recourse may be had to ali- 
mentation through the esophageal catheter, passed 
either through the nose or through the mouth, or, as 
a last resort, rectal alimenation may be employed. 

I think it most important to watch the respirations 
during the entire period of intubation, as bearing on 
the progress of the disease. If they continue about 
normal it is indicative of favorable progress; if they 
show a tendency to increased rapidity, it is indica- 
tive of extension of the membrane—fortunately, 
however, the latter does not occur as frequently as 
it did in pre-antitoxin days. 

The prognosis of diphtheria under the present 
combined treatment is, I think, remarkably favora- 
ble, especially as compared with the results formerly 
obtained. A reference to this point in the report of 
the collective investigation of the American Pedi- 
atric Society’ gives the mortality in cases oper- 
ated upon by. intubation, and in which antitoxin 
was administered, as 27.24 per cent. This is in 
strong contrast to the previous mortality which 
ranged from 69.5 per cent. to 75 per cent. I 
have no doubt but that the prognosis will continue 
to be even more favorable as there is gained a bet- 
ter understanding of the combined treatment. 

In a very small number of cases it may become 


1“* Report of the American Pediatric Society,” 1896-97. 








necessary to perform tracheotomy, in the event of 
failure of intubation, but when this has been done, 
the percentage of recoveries has been very small, 
and conditions have been found which could hardly 
be reached by either operation. 

In contemplating the performance of intubation 
one should not rely entirely upon written description 
for his guidance, but should acquaint himself with 
the operation by practice on the cadaver. This is, 
I think, a sine gua non. ‘The perfected tubes of the 
present time are made of hard rubber over metal. 
This, as I have said before, allows the tube to be 
retained longer without the occurrence of calcareous 
deposits. These tubes exert less pressure, and can 
be more easily expelled in case of plugging with 
membrane. 

In conclusion, what can be more fitting than to 
dwell for a moment on the results of intubation and 
its teachings. In a word, it has given us a compara- 
tively simple means of combating a fearful emer- 
gency; it has taught us exploration of the larynx 
by the finger; it has taught the mind and hand to 
work in quickest harmony; it has taught us alertness 
and deftness in meeting emergencies, and has opened 
up and created anew the treatment of the entire do- 
main of laryngeal stenosis. 

Let us then honor the memory of Dr. O’ Dwyer 
since he left to humanity such a legacy. 


INTUBATION IN ACUTE NON-DIPHTHERITIC 
STENOSIS OF THE LARYNX. 
By CHARLES H. KNIGHT, M.D., 
OF NEW YORE. 

It is customary to consider intubation chiefly in 
connection with diphtheria and to lose sight of its 
utility in other fields, less important only because 
more restricted. In that division of the subject of 
intubation assigned to me in the present discussion 
much of interest may be found. My purpose is, 
however, to briefly enumerate some of the conditions 
in which intubation has been adopted, or in which it 
may be applicable, and to call to your attention cer- 
tain points of special interest. 

Edema of the glottis, as a result of injury, burns, 
or scalds; from swallowing corrosive liquids; from 
the inhalation of irritating vapors, and perhaps, oc- 
curring in the course of a phlegmonous laryngitis, 
or, as a symptomatic phenomenon, is a condition 
which often rapidly develops, and, of course, for its 
relief requires prompt interference. The classic 
mode of dealing with it, proposed by Lisfranc, 
namely, scarification, is associated with the name 


3 Read at a meeting of the New York Academy of Medicine, 
under the au of the Section on Laryngology and Rhinology, 
March 3, 1 
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of a distinguished surgeon of New York, the late 
Gurdon Buck, who, in an elaborate essay, graph- 
ically described this method of treatment and the 
relief from distressing symptoms afforded by its ap- 
plication. Yet, ina certain proportion of cases in 
which the tissue seems to be infiltrated by what has 
been termed a ‘‘ solid edema,”’ scarification does not 
suffice, the dyspnea is not relieved, and we are com- 
pelled to have recourse to tracheotomy, or to a very 
ancient method of successfully overcoming stenosis 
of the larynx, employed by McEwen and others, and 
that is, the passage of a catheter through the upper 
air track. Under these circumstances, and but for 
one obstacle, the ideal operation would be the in- 
troduction of an O’ Dwyer tube. The area of edema 
may be so extensive that the tissues overhang and ob- 
struct one or the other orifice of the tube. This is 
especially likely to happen in traumatic edema, and 
even in the idiopathic variety of the same affection 
the epiglottis may be so tumefied as to be the chief 
source of obstruction, though this may be met by 
combining scarification with intubation. 

It is well known that the upper part of the larynx 
is usually the part most affected by edema, and this 
region is, of course, most accessible to the knife. 
Stenosis from swelling of the ventricular bands, or 
vocal bands, might be obviated by the use of the 
tube. Edema of the true cords is very rare. Gott- 
stein quotes a case reported by Risch, which resulted 
fatally, both cords, as well as the vestibule of the 
larynx, being involved, and mentions having sev- 
eral times seen a single cord so affected as to resem- 
ble a long, narrow polypus. A case has been re- 
ported by Semon in which the process was limited to 
the true cords. 

Ina paper on ‘Intubation in the Adult, with Spe- 
cial Reference to Acute Stenosis of the Larynx,’’ 
Casselberry of Chicago (Zrans. Am. Laryngolog. 
Asso., vol. xviii, p. 78, 1896) relates the history of 
two cases, one of probable subglottic edema or infil- 
tration, and the other of edema of the glottis 
with secondary involvement of the lungs. The pa- 
tient in the former case recovered after having 
worn a tube one week. The latter patient died 
during performance of tracheotomy, after failure of 
intubation. The second case is instructive as illus- 
trating one obstacle to success in attempting to use 
the tube. The patient had a chronic spasm of the 
masseter muscles, which prevented opening the 
mouth sufficiently to permit the passage of the index- 
finger as a guide. Immediately after death in this 
case the jaws were forcibly separated, and the intu- 
bation-tube was easily introduced, at the same time 
the interesting fact being demonstrated that the 
edematous epiglottis did xof overhang and occlude 





the upper orifice of the tube. This author believes 
that ‘‘ pressure decubitus,’’ urged by some as a con- 
traindication to intubation in acute inflammatory 
edema, may be due to selection of too large a tube, 
and he therefore advises the use at first of the small- 
est adult tube. He lays down a number of rules as 
to the technic of intubation in adults, and among 
them recommends the performance of the operation 
under guidance of the laryngoscope in those patients 
accustomed to the presence of the mirror in the 
throat. 

In the discussion of the foregoing paper Ingals ex- 
pressed an opinion unfavorable to intubation in 
acute stenosis of the larynx in adults, although the 
cases he cites hardly seem to justify his conclusion. 

Two cases of intubation for edema, one in a child 
of two years, have been recorded by W. F. Brook 
(Jour. Laryngol. and Rhinol., vol. 8, p. 640, 
1894). In the second case the passage of the tube 
was prevented by an enormously swollen epiglottis 
and the operator was about to tracheotomize when 
it was found that the obstruction had been relieved 
by laceration of the tissues during the efforts to pass 
the tube. The same author reports three cases of 
intubation for acute laryngitis in infants, and, in re- 
gard to these, remarks that in all tracheotomy must 
otherwise have been performed. No opposition to 
the operation was offered on the part of the relatives, 
and no difficulty was found in feeding the children; 
one, a four-months’ old baby, taking the breast while 
the tube was in position. He expresses his inten- 
tion to employ intubation under the following cir- 
cumstances: (1) In spasm of the glottis from any 
cause; (2) In severe cases of laryngismus in infants; 
and (3) whenever the presence of a foreign body in 
the trachea is suspected. 

In cases of the last-mentioned variety sudden and 
fatal spasm of the glottis may supervene even in the 
absence of positive evidence of the lodgment of a 
foreign body in the air-passage. Cases of this kind 
in which the foreign body is small enough to pass 
the lumen of the tube are included by Lefferts in his 
list of conditions amenable to intubation (WV. Y. 
Med. Jour., December 9, 1893). 

A warm advocate of intubation is found in Fer- 
raud (Thése de Lyon, 1898, Jour. Laryngol. and 
Rhinol., No. 8, 1894), who maintains that it is 
adapted not only to the laryngeal complications of 
diphtheria, but to numerous forms of laryngeal sten- 
osis, especially edema or inflammatory tumefaction. 
This condition is included in a list of those in which 
the operation is indicated by A. R osenberg, who re- 
ports twelve cases, representing a variety of diseases 
thus treated (Arch. fiir Laryngol. und Rhinol., 
1893, B. I. H. 2). 
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The feasibility of intubation in edema of the 


larynx is not generally admitted. In fact, a recent 
writer affirms that in phlegmon of the larynx, owing 
to distortion of the parts, insertion of the tube would 
be extremely difficult, and, if put in place, its reten- 
tion would be improbable. With strange inconsist- 
ency he then remarks that dyspnea is an ear/y symp- 
tom, and is due to serous infiltration rather than to 
pus formation. The latter statement being undoubt- 
edly correct it is hard to see why intubation should 
be any more difficult in this than in other forms of 
stenosis of the larynx. In view of the many advan- 
tages of intubation, so often recounted to us, it might 
be wise, the condition of the patient permitting, to 
give it a trial before resorting to the graver operation 
of opening the trachea. 

Wounds and injuries of the larynx comprise a very 
interesting group of lesions. Obstruction to breath- 
ing may follow in consequence of the formation of a 
hematoma, or of emphysema, or as a result of the 
protrusion of a fragment of tissue into the air tract, 
and, in the case of fracture, a depressed portion of 
cartilage may occlude the larynx. So probable is 
the development of stenosis from one of the forego- 
ing causes or from subsequent edema and swelling 
that many authorities advise preliminary trache- 
otomy even in the absence of urgent dyspnea. In 
the case of a depressed fracture of the larynx it has 
been proposed by Paras to support the fragment by 
inflating a rubber bag within the larynx after trache- 
otomy had been performed. Here the laryngeal tube 
would have the obvious advantage of supplying air 
to the lungs, as well as giving support to the frac- 
tured cartilages. 

Spasm ofthe larynx in adults may occur in hys- 
teria and as a result of irritation, without compres- 
sion, of the pneumogastric or recurrent laryngeal 
nerves. It also occurs in ataxia, chorea, epilepsy, 
tetanus, and hydrophobia. Under these circum- 
stances special treatment is rarely indicated. The 
majority of cases of hysteric origin will yield toa 
strong mental impression or to hypnotic suggestion. 
P. McBride mentions a case in which relief was af- 
forded by an attempt at intubation. Paralysis of the 
abductor muscles of the larynx is a condition often 
difficult of differentiation from spasm of the adduc- 
tors, and like the latter it may induce serious em- 
barrassment of respiration, and should be equally 
mitigable by intubation. 

Laryngismus stridulus, spasmodic croup, or sub- 
glottic laryngitis, usually yields to general and local 
medication. Although the symptoms are often most 
alarming the question of surgical intervention 
seldom arises. The number of fatal cases on record 
does not exceed six or eight, but. even though the 








danger is comparatively slight, there are cases in 
which the laryngeal stenosis is very obstinate and 
persistent. Under such conditions may it not be 
judicious to relieve the distress of the patient and the 
relatives by such a simple procedure as the insertion 
of an O’Dwyer tube? Inthe Journal of Laryngol- 
ogy, Vol. x, p. 183, 1896, a case of spasm of the 
glottis at the onset of an attack of measles is re- 
ported by Burgess. In this instance artificial respi- 
ration was continued during six hours. Intubation 
would have given relief in as many minutes. 

My personal experience with intubation in spasm 
of the larynx is limited toa single case, of which the 
following is a brief history: 


The patient was a lady of middle age, upon whom Dr. 
W. T. Bull had previously performed a thyroidectomy 
on account of a large bronchocele which was begin- 
ning toimpede respiration by compressing the trachea. 
At this operation the vagus and its branches were not 
seen, and it is not supposed that they suffered any 
damage. The resulting cicatrix was pliable and non- 
adherent. Nevertheless, a few months after the re- 
moval of the thyroid tumor the patient began to 
have paroxysms of dyspnea, occurring at irregular 
intervals and without apparent cause. They in- 
creased in frequency and severity, and became so 
alarming, both to the patient and her friends, that 
it was proposed to intubate the larynx. At Dr. 
Bull’s request I first introduced a medium-sized 
O’ Dwyer tube, which passed in with ease, provoked 
no special irritation, and of course relieved the 
dyspnea. After wearing the tube several days the 
patient became so averse to permanent loss of voice 
that she insisted upon its withdrawal and the per- 
formance of a tracheotomy. At the time the patient 
was last heard from she was still wearing the trachea 
tube. 


In conclusion, I would emphasize the value of in- 
tubation as an aid to tracheotomy. It has been ex- 
tensively used for this purpose by Von Bokay, who 
claims no originality in the idea, but recommends it 
on the ground that the presence of the laryngeal 
tube permits one to open the trachea deliberately, 
thereby reducing the risks and complications attend- 
ing a rapid operation (Arch. fir Kinderheilk., B. 
xxiii, H. 4 and 5). 

Although it is not strictly within the scope of 
this paper, I would call your attention to an ar- 
ticle by C. L. Green (Brit. Med. Jour., ii, 1058, 
1897), entitled ‘‘The Feasibility of Controlling 
Pernicious Vomiting by Means of Intubation of the 
Larynx with a Specially Adapted Tube, with a Re- 
ference to the Possible Relief of Otherwise Intracta- 
ble Hiccough and Pertussis.’’ ‘Two cases of whoop- 
ing-cough in which the asphyxia was relieved by in- 


‘tubation have been: reported by Taub (Pesth. Med. 


Chir. Presse, No. 11, 1893). 
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No review of the subject of intubation may ap- 
proach completeness without a word in eulogy of the 
conscientious care and patient industry with which 
O’Dwyer sought to perfect this procedure. Every 
technical detail had been minutely studied, nearly 
every objection had been met and overcome before 
he offered his conclusions to the world. A striking 
commentary on the success of his labors is found in 
the observation that almost every modification of his 
original method has proved to be a mutilation rather 
than an improvement. Painstaking thoroughness, 
persistent testing of his theory, and, finally, assured 
confidence in his results, characterized his work. A 
similar spirit in the investigation of other subjects 
related to medicine might ere long win for it the 
appellation of an ‘‘ exact science.’’ 

Thus, I offer my feeble tribute to the scientific 
zeal, intelligence, and honesty of our lamented col- 
league. 


INTUBATION IN CHRONIC STENOSIS OF THE 
LARYNX. 


By D. BRYSON DELAVAN, M.D., 
OF NEW YORK. 


It is a rare thing in the history of any scientific 
invention that the originator of the idea has made 
the field covered by it entirely hisown. Such, how- 
ever, has been the achievement of Dr. O’ Dwyer in 


the evolution of the method for relieving laryngeal 


stenosis by intubation. From his first demonstra- 
tion down to his last critical reviews upon the sub- 
ject he showed a complete mastery of it in all its 
mechanical details, its various practical applications, 
its pathologic relations, its possibilities of danger, 
and its vast capabilities for the relief of suffering. 
Indeed, the more one studies the history of intuba- 
tion the more the fact impresses itself upon the mind 
that O’ Dwyer not only created but perfected his art, 
standing always in the relation of teacher to his con- 
temporaries, and rounding out the full completion 
of his career by leaving behind the consummation of 
a new era in surgery. The development of intuba- 
tion may be studied to the best advantage, therefore, 
in the writings of O’ Dwyer himself; for, notwith- 
standing the excellent work of others in this depart- 
ment, almost every suggestion made by them will be 
found to have been forestalled by him, and every 
minor detail of their technic of any value already 
placed on record or foreshadowed in his published 
reports. 

If this statement be correct with regard to the use 
of intubation in acute conditions of the larynx, it is 
preeminently true in the application of the method 





1 Read at a meeting of the New York Academy of Medicine, 
under the auspices of the Section on Laryngology and Rhinology, 
March 3, 1898, 





to stenosis due to chronic causes. In no depart- 
ment of surgery have greater difficulties been more 
successfully met and overcome. The peculiar posi- 
tion, structure, and conformation of the larynx ren- 
der the soft parts lining its interior particularly liable 
to injury from disease, while in the process of heal- 
ing cicatrices are apt to form which are frequently 
very dense in character and almost sure, in the 
course of their contraction, to reduce the normal 
caliber of the organ. When this process of stenosis 
has exceeded certain limits and the patient is no 
longer able to inhale sufficient air to support life, or 
when the already narrowed opening becomes sud- 
denly occluded by accident or intercurrent disease, 
the situation is, of course, most serious. Here, asin 
stenosis from other chronic causes, instant relief 
must be afforded either by tracheotomy or by some 
device by which the patency of the larynx may be 
restored. On the other hand, if dangerous symp- 
toms are to be prevented, the patient must be treated 
before they appear, by some means which will dilate 
the narrowed region and thus keep it free. 

Twelve years ago the great principle established 
by O’ Dwyer, namely, that the larynx is capable of 
tolerating long-continued pressure from within, was 
applied by him to this particular class of cases. Be- 
fore this time laryngeal stenosis had been treated by 
the rapid introduction and withdrawal of a dilator 
of one form or another, or, tracheotomy having been 
performed, a metallic plug was inserted at intervals 
into the strictured part of the larynx and allowed to 
remain there for a short time. The execution of 
the above processes was often attended with much 
distress, and their results were frequently most un- 
satisfactory. By the method of O’Dwyer a tube 
through which the patient can breathe is passed into 
the larynx and allowed to remain there as long as 
may seem desirable. 

No great contribution made to surgery has ever 
been more modestly presented, nor has surgery often 
received a gift more indicative of important future 
results than the article published by Dr. O’ Dwyer in 
the Wew York Medical Record for June 5, 1886, 
entitled ‘‘Chronic Stenosis of the Larynx Treated 
by a New Method, with Report of a Case.’’ How 
thoroughly the author himself appreciated its value 
will appear from his own words: ‘‘Chronic stenosis 
of the larynx is one of the most unsatisfactory dis- 
eases which the physician is called upon to treat. 
Tracheotomy must be resorted to sooner or later to 
save the patient from a painful death, and, as a rule, 
in such cases the tracheal tube must be 
worn through life. Various dilating instruments 
have been invented for this class of cases, notably by 
Morell Mackenzie, Navratil, Whistler, and Schroetter. 
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Of these, the metallic plugs of Schroetter are the 
best. In using them, however, it is necessary that 
the patient should be wearing a tracheal cannula, and 
the progress of the treatment is slow, tedious, and, 
in the end, often unsatisfactory. 

‘‘ Although I have treated only a single case of 
chronic stenosis with my laryngeal tubes, / am fully 
convinced that they will prove infinitely superior to 
anything yet devised for the relief of this unfortunate 
class of sufferers. 

‘‘In the use of these tubes tracheotomy is never 
indicated, and anesthesia rarely. They are inserted 
through the mouth, and rest solely in the larynx and 
trachea, the upper end being completely below the 
epiglottis. They facilitate rather than interfere 
with respiration, and permit the patient to swallow 
solids and semi-solids, and, to a certain extent, 
fluids.’’ 

Two years after the foregoing was published Dr. 
O’Dwyer, in the following remarkable statement, 
says: 

‘‘ Had intubation of the larynx proved a complete 
failure in the treatment of croups, I would still feel 


amply repaid for the time and expense consumed in > 


developing it, for / believe that tt offers the most ra- 
tional and practical method yet devised for the dilata- 
tion of chronic stricture of the glottis.’’"—/. Y. 
Medical Journal, March to, 1888. 

In this same paper he reports five cases success- 
fully treated by his method, and he also presents a 
new device for the permanent dilatation of stricture 
of the trachea. ; 

From the date of the work recorded in the above 
articles up to the end of his life Dr. O’ Dwyer was 
constantly laboring and writing in this field. The 
store of information which his large experience gave 
him was always digested to the best advantage, and 
the sound reasoning of his clear mind, aided by a 
judgment remarkably free from predjudice or con- 
ceit, caused his deductions to be of final value. In- 
deed, in the present connection I do not believe that 
it can be found that a single one of them of any real 
importance has ever been set aside. His work is on 
record, freely given to the profession, and so accu- 
rately and minutely explained that all may read and 
learn. 

Meanwhile, the world has not been slow to profit 
by it. Although his invention was of evident value 
there were not wanting the inevitable carpers who 
objected to its features and actively opposed its adop- 
tion. It is interesting to observe how many of these 
have since become warm advocates of his method. 
Many of the ablest men both here and abroad at 
once recognized its great value and welcomed it ac- 
cordingly. 








While instances of chronic stenosis of the larynx 
are not very common, a considerable number of 
cases have already been reported by various oper- 
ators, and several contributions to the literature have 
been made which not only confirm Dr. O’ Dwyer’s 
predictions, but prove that his method has been 
unanimously accorded a permanent place. Among 
the first to adopt it in this country was Dr. W. K. 
Simpson of New York, and, after him, Gerster 
(WV. Y. Med. Jour., April 20, 1890) and Dillon 
Brown. Lefferts, at the Tenth International Con- 
gress in 1890, presented a résumé of O’Dwyer’s 
work, together with a report of five cases operated 
upon and a general statement of the indications for 
the use of the O’Dwyer method. Four successful 
cases were reported about this time by Simpson 
(WV. Y. Med. Jour., February 22, 1891). 

Annandale of Edinburgh (Brit. Med. Journal, 
March 2, 1890). was the first foreign authority to 
recognize the application of the O’ Dwyer method to 
these cases, and in his article recommends intubation 
‘tin certain cases of laryngeal stenosis from chronic 
inflammation, or from accidental or surgical condi- 
tions.’’ Later, Ranke (Minch. med. Woch., No- 
vember 28, 1890) accepted it,-and reported a. suc- 
cessful case. In Sajous’ Annual for 1892 the whole 
progress of intubation during that year is reviewed 
by Dr. O’ Dwyer himself. In this he refers to two 
successful cases, and records a veritable triumph in 
the statement that ‘‘Professor Massei of Naples, after 
first strenuously opposing the introduction of intuba- 
tion into Italy, is now an enthusiastic advocate of 
the operation, especially in the treatment of chronic 
stenosis, for which he has employed the method in 
twelve cases. F. E. Hopkins reports an interesting 
case of intubation for stenosis in tuberculous laryn- 
gitis (Vv. Y. Med. Jour., February 27, 1892). In 
Sajous’: Annual for 1893 O’ Dwyer gives the records 
in fourteen cases. These occurred in the practice of 
Drs. C. H. Knight of New York, Nicolai of 
Rome, Schmiegelow of Copenhagen, and Sutherland, 
Pitts, and Brooks of London. The closing remark 
of his report is indicative of the progress of his ideas 
in the world at large. He says: ‘‘In this paper I 
have dwelt particularly upon intubation in chronic 
stenosis because the value of this procedure is begin- 
ning to be recognized, and serious mistakes are be- 
ing made.’’ 

During the year 1894 no less than twenty-four 
cases were reported. Of these W. K. Simpson re- 
ported five, and added to their histories, in the words 
of Dr. O’Dwyer, ‘‘a practical and instructive thesis 
on the treatment of chronic stenosis of the larynx.’’ 

Rosenberg of Berlin, in by far the best report 
yet given from abroad, relates the histories of eleven 












362 





INTUBATION IN CHRONIC STENOSIS OF THE LARYNX. 


(MEpIcaL News 





cases treated by him at Professor Frinkel’s clinic, 
while Baer of Zurich reports six, and Waxham of 
Chicago and Thrasher of Cincinnati each report a 
case. About this time O’ Dwyer himself devised a 
very ingenious fenestrated tube for the removal of 
new growths of the larynx. In 1895 Baumgarten of 
Stuttgart reports two cases, Chiari of Vienna one, and 
Cheatham of Louisville two. Schmiegelow, in his 
paper on the subject, speaks especially of the diffi- 
culty of intubating in close strictures of the larynx. 
Up to 1896 about 100 cases had been reported. The 
results of these were in a large proportion of cases 
brilliantly successful. In the few that were unsatis- 
factory the evident explanation lay in faulty technic 
or bad judgment in the selection or management of 
the case. Since the beginning of 1896 the most 
important contribution to the subject of intubation 
for acute stenosis in the adult is by Dr. W. E. Cas- 
selberry of Chicago. (Zrans. Amer. Laryngological 
Ass'n, 1896.) This paper contains many sugges- 
tions of practical value in chronic stenosis. 

From the number and variety of cases operated 
upon by himself and reported by others it was easy 
for O’ Dwyer to study the conditions in which intu- 
bation is applicable. Thus, it is effective in: 

1. Cicatricial stenosis, due to the results of in- 
jury to the soft parts from (a) syphilis, (4) irritants, 
and (c) traumatisms. 

2. In narrowing of the space both above and be- 
low the vocal bands from the products of chronic in- 
flammation—simple, tuberculous, specific, malig- 
nant, or otherwise, and including such conditions as 
the so-called pachydermia laryngis, and chorditis 
vocalis inferior hypertrophica. 

3. It is especially valuable in cases in which 
tracheotomy has been performed, and, when the 
tracheal cannula having been worn for a consider- 
able length of time, the upper part of the trachea is 
filled with granulations and the laryngeal muscles 
have become weakened from disuse. In this con- 
dition, intubation has effected many brilliant cures. 

4. In papilloma of the larynx it has been found 
helpful in a fair proportion of cases, although its re- 
sults in this disease are less satisfactory than in most 
others in which it has been employed. 

5. In the rare condition known as a web of the 
larynx, hitherto very difficult of removal, but easily 
cured by the use of a tube for a few days. 

6. Deformities of the larynx from injury or dis- 
ease of its cartilaginous framework, which have re- 
sulted in constriction of the caliber of the organ, have 
been cured by it. 

7. It has also been used, with excellent results, in 
anchylosis of the crico-arytenoid articulations, and 
in arthritis deformans of the same part. 





8. It is useful in various affections of the nerves 
of the larynx; for instance, in (a) bilateral. pa- 
ralysis of abduction’ and in (4) hysteric contraction 
of the abductors, ‘‘aphonia spastica.’’ 

The value of intubation is shown (1) in the relief 
of urgent dyspnea; (2) the promotion of absorp- 
tion, by pressure, of inflammatory products; (3) the 
stretching of contracted tissues and of cicatricial 
bands and adhesions; (4) the forced motion of 
anchylosed or stiffened crico-arytenoid articulations, 
and in (5) the separation of the vocal bands in cases 
of paralysis for a sufficient length of time to over- 
come the difficulty or to admit of successful treat- 
ment by other means. 

In the performance of intubation for chronic 
stenosis the method may be applied in one of sev- 
eral ways, as follows: (1) By progressive dilatation, a 
tube of smaller size being replaced from time to time 
by alargerone. (2) By forced introduction, the tube 
being worn continuously for a considerable period. 
(3) By preliminary division of cicatricial or other 
constricting or obstructing bands, followed by dila- 
tation. 

The last method is useful in a variety of condi- 
tions, including cicatrization from syphilis, irritants, 
and traumatism, injury of the laryngeal cartilages, 
and web of the larynx. The incisions may be made 
from above, by the aid of the laryngoscopic mirror, 
or may be effected through a tracheotomy wound, 
from below upward. 

In an excellent article, Ernest Schmiegelow of 
Copenhagen, writes as follows: ‘‘If the stricture is 
sO great as to prevent the introduction of tubes large 
enough to allow the patient to breathe, the treatment 
becomes complicated. This difficulty may be over- 
come (a) by dilating the stricture by endolaryngeal 
operations until sufficiently large tubes can be intro- 
duced; (4) by commencing with the introduction of 
Schreetter’s bougies, and continuing until the steno- 
sis is so far dilated that the tubes can be introduced; 
(c) by the immediate performance of laryngofissure 
in order to remove the obstruction caused by the 
stenosis, and then proceeding to intubation. Com- 
plete obliteration of the larynx should be treated by 
laryngofissure, with excision of the diaphragm, and 
then by intubation, to prevent its recurrence. 

This last suggestion should be taken with great re- 
serve, as an ordinary web of the larynx can be per- 
fectly cured by simple endolaryngeal incision and 
the use of a tube for a short time. In such a 
case laryngofissure is entirely out of place, because 
unnecessary. To Schmiegelow’s first proposition, 
also, exception is taken, and Simpson very properly 





. ‘Trans. Ninth Internat. Congress,” vol. iv, p. 125; 
fed. Jour., December 25, 1895. 
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says that ‘‘while it may be necessary in a few cases 
to employ some form of dilatation prior to the at- 
tempt to pass the smallest tube, such instances, how- 
ever, are rare, for if any instrument whatever can be 
passed, it is usually possible to insert an intubation- 
tube sufficiently large for breathing purposes’’ (JV. 
Y. Med. Jour., September 19, 1896). - 

With regard to the process by which the tube 
should be introduced into the larynx, several good 
descriptions have been given, though it is always 
O’ Dwyer to whom we are indebted for the first and 
the best. Thus, writing in 1892, he says: ‘‘I be- 
lieve that in chronic cases in which the throat has 
become more or less accustomed to the use of instru- 
ments intubation can be performed with greater facil- 
ity and less discomfort to the patient by the aid of the 
laryngoseopic mirror than by the usual method.’’ If 
the above manipulation should not prove successful, 
the tube may be inserted without the aid of the mir- 
ror, as in a child. 

An excellent description of this method of intro- 
ducing the tube by Dr. Simpson (doc. cit.) is as 
follows: ‘‘If possible, the tube should be introduced 
by the aid of a mirror, in the same way as in making 
a laryngeal application, the pharynx and larynx first 
having been anesthetized with cocain. After the 
point of the tube is seen to enter the stricture, the 
mirror should be dropped, and the forefinger of the 
mirror hand transferred to the head of the tube, ma- 
king pressure upon it while the introducer is being 
removed. It may be necessary in a long-standing 
case, in a very tall patient, or when a trachedtomy, 
tube has been worn, for an assistant to elevate the 
larynx externally. During the passage of the tube 
the mouth should be opened as widely as possible 
and the tongue well protruded. The string should 
remain in for a few hours at least, especially if the 
tube be of small caliber, so that it may be easily 
withdrawn in the event of difficulty in breathing. 
Sometimes it may be necessary to etherize the pa- 
tient, in which case the tube is inserted in the usual 
manner by the sense of touch. Instruments for 
tracheotomy should always be on hand during this 
procedure. The most difficult cases for intubation 
are those in which a tracheotomy-tube has been worn 
for a long- while. First, because the larynx trom 
long inactivity is prevented from rising, so that the 
tube must be passed to a deeper level in the throat; 
and, second, there is generally an added stricture or 
even complete closure at the superior part of the 
tracheotomy wound which may require dilatation 
from below before the intubation-tube can be suc- 
cessfully inserted. In the after-treatment of these 
Cases the same care must be exercised as in chil- 
dren. The tube must be removed if it becomes oc- 











cluded and replaced if expelled by coughing. The 
process of feeding may be carried on also, as with 
younger patients, by placing the patient in Cassel- 
berry’s position, that is, lying upon the back with 
the head thrown backward until it is below the level 
ot the body.’’ 

I have had several successful cases of intubation 


for chronic stenosis in my own practice. The last 
occurred two weeks ago, under circumstances so un- 
usual as to make it worthy of note. 


I was called to see a patient at the Sloane Ma- 
ternity Hospital who was said to have something 
wrong with her throat. I found a German woman, 
aged about thirty years, with advanced pulmonary 
tuberculosis, pregnant, and well through the first 
stage of labor. As she was brought before me, I 
saw that she was suffering from urgent dyspnea. Her 
lips were blue, her expression haggard and anxious, 
and with each effort at inspiration the air was drawn 
through the larynx with a strident sound by severe 
muscular exertion of the chest-walls. Rapidly dem- 
onstrating the larynx with the throat mirror, I found 
its cavity filled, both above and below the vocal 
bands, with a dense, fibrous-looking mass of tissue, 


| which had so encroached upon the glottic aperture 


as to leave a slit so narrow that it seemed impossible 
that enough oxygen could pass through it to sustain 
life. The distress for air was severe and was rapidly 
increasing and meanwhile the pains of the second 
stage of labor had begun. The situation was most 
critical for if mother and child were to be saved 
not a moment was to be lost. Leaving the patient 
in the hands of the House Surgeon, I sent an assist- 
ant for tracheotomy instruments, and went myself in 
greatest haste to the Vanderbilt Clinic, which ad- 
joins the Sloane Maternity Hospital, for a set of 
adult intubation-tubes. By rare good fortune, I not 
only secured them, but also found my friend, Dr. Simp- 
son, who accompanied me back to the patient with 
all speed. As quickly as possible we applied cocain 
to the patient’s throat, made the arrangements pre- 
liminary to the introduction of the tube, and when 
all was ready, attempted its insertion. This proved 
a difficult matter, owing to the great density of the 
infiltrated tissue, the smallness of the glottic aper- 
ture, and the fact that the thickening filled the in- 
terior of the larynx to a level so high above the 
vocal bands that itsecavity was practically obliter- 
ated. Still, it seemed possible to pass the.‘ube, and 
under the circumstances we were anxious, for obvi- 
ous reasons, to avoid tracheotomy. Following each 
attempt to introduce the tube, labor pains of so 
sharp a character would come on that a second intu- 
bation could not be undertaken until they had sub- 
sided. I succeeded in passing a small tube, but it 
was immediately coughed out. Meanwhile, the pains 
came.faster and harder, the dyspnea became more 
and more severe. No situation could have been more 
perilous to the patient nor fraught with greater 
anxiety to those in charge. It was an exciting mo- 
ment when, in an effort made with great skill and 
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with the application of considerable force, Dr. Simp- 
son carried the end of a tube, too large to be ex- 
pelled, past the obstruction, and accurately down- 
ward into its proper place. After having been 
nearly strangled for a few seconds, the patient began 
to breathe easily, and the cyanosis disappeared. 
Hardly had she taken three good inspirations when 
she whispered, in great agitation, that the baby was 
coming. She was quickly lifted upon a stretcher 
and taken to the operating-room, while I stayed be- 
hind to gather up the throat instruments for use in 
case any accident should happen to the tube. Reach- 
ing the operating-room within three minutes after the 
others had arrived there, I was greeted with the an- 
nouncement, ‘‘We are all through, the baby is born; 
he is sound and hearty, and the mother’s condition 
is perfect.’’ 

As I stood by the side of the poor woman and 
witnessed the immeasurable relief which had come 
to her, as I saw that voiceless patient’s gratitude 
beaming from her eyes, and felt it carried to 
to me in the eloquent grasp of her hand, the recol- 
lection of the brave, unselfish, noble soul, to whom 
she was so deeply and so doubly indebted, came over 
me with a mighty rush, and I could but echo the sen- 
timent which we have all so often heard as it has 
arisen from the depths of many another thankful 
heart, ‘‘God bless Dr. O’ Dwyer.’’ 


TREATMENT OF ARTERIOSCLEROSIS. 


By HENRY B. FAVILL, M.D., 
OF CHICAGO, ILL. 


In a text-book discussion of arteriosclerosis there 
is usually expressed a certain hopelessness in regard 
to therapeutic measures, which, I am frank to say, 


is not shared by the author of this paper. This 
skeptical attitude is, however, not at all extraordi- 
nary in consideration of the character of the text-book 
discussion of the subject which has hitherto pre- 
vailed. When the consideration of arteriosclerosis 
is extended past the aorta, temporals, radials, and 
larger arterial trunks in general, there may be some 
hope of incorporating it in a logical relation to dis- 
ease processes the therapeutics of which are tangi- 
ble. As well might one dispose of the complica- 
tions of a water system which ténds to occlusion, by 
discussing the scale in the mains; very pertinent, it 
is true, as to accidental bursting, but utterly worth- 
less in an analysis of the dynamic relations of the 
process. 

The portrayal of the ravages of arteriosclerosis in 
the aorta is graphic. Is the description of what oc- 
curs in the finest arterioles equally impressed? And 
yet, not until the subject is approached from the side 
of the capillary and the fine arterial twig is the re- 
markable symptom-complex of this affection even 
vaguely comprehensible. Furthermore, not until 





one struggles to fathom the relation between cell per- 
version and its nourishment, or between vitiated 
pabulum and tissue degeneration, or between circu- 
latory dynamics and innervation, can he hope to es- 
tablish an etiology upon which to rear therapeutics. 
It is not my privilege to dwell upon etiology, nor 
do I desire to more than allude to classification. All 
treatment must find its reason in consideration of 
three general factors: (1) The cell and its natural 
endowment. (2) The character of the supply from 
which the tissue derives its support. (3) The con- 
trolling influence which determines its nutrition and 
functional activity. 

Great was the day of cellular pathology. Greater 
is this day of investigation of morbid-cell physiol- 
ogy, the natural exponent of morbid anatomy. The 
endowment of the cell is the resultant of its inher- 
itance and its adaptation to environment, coopera- 
tive, or antagonistic, as the case may be; the man- 
agement of its difficulties must involve the just 
estimate of these factors. That the cell has a morbid 
physiology long before there is demonstrable organic 
change, admits of no question. To determine the 
elements of this malfeasance is the task of the fu- 
ture. Inseparable from this problem is the consider- 
tion of the vital experience of tissue as determined 
by the nutrient current to which it is exposed. 
Hence, we come to regard as a determining influ- 
ence in morbid development the vitiated blood-sup- 
ply which reaches the part. Thus, does cell pathol- 
ogy reach back into the darkness and lead forth for 
its own elucidation, a new and enlightened humoral 
pathology. 

To deal with arteriocapillary fibrosis in respect to 
innervation is a most venturesome undertaking. Of 
the facts in question we know nearly nothing. Anal- 
ogy, however, and clinical observation compel the 
conclusion that the relationship is pronounced; on 
the one hand trophic influence, and on the other, 
functional control, combine to furnish the activities 
which finally develop the defects resulting from the 
malnutrition above suggested. 

The treatment of arteriosclerosis, or, as more 
suggestively called by Gull, arteriocapillary fibrosis, 
should be regarded from various standpoints. Un- 
questionably, the better knowledge of the process 
which the future has in store will admit of great ad- 
vance in prophylaxis. The process once established 
demands relief for one or both of two reasons: 
either because of general disability, or because of 
special predominance in organs which demand spe- 
cific consideration. It is not too trite to repeat that 
‘a man is as old as his arteries.’’ .No relative esti- 
mate of age compares with this. It implies that 
arterial degeneration is the physiologic index of de- 
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cadence. It becomes a pathologic condition when 
it anticipates years, or what is the same thing, ex- 
ceeds the reasonable expectancy of a given period. 
Whatever conditions contribute to this maladjust 
ment and the possibilities of modifying them, de- 
termine treatment. As a rule, before the arterial 
degeneration affords distinct symptoms there is evi- 
dence of the toxemia that is behind it. The char- 
acter of the toxemia varies. It is the result of 
poisons ingested, or infection, or auto-intoxication. 
Of the first two, as of plumbism or syphilis, little may 
be said; their therapeutics are well defined. Of the 
third much must be said, inasmuch as it includes the 
greater number of all cases. The common factor in 
the various types appears to be defective food met- 
abolism. The active agency inducing this defect 
varies. We find it in the overfed and in the under- 
fed; in the inactive and in the over-active; in the 
young, middle-aged, and old. In its earlier stages it 
usually is associated with good digestion; rarely with 
dyspepsia. It is a post-digestive development. The 
most constant factor in a series of cases is evidence 
of incomplete disposal of nitrogenized materials. 
Chemically, we determine this by the defective ex- 
cretion of urea. This means lessened manufacture 
of urea, or faulty separation of urea, or both. 
Clinically, we detect the condition in symp- 
toms of nitrogenous intoxication, the so-called uric- 
acid manifestations. It is by these that our at- 
tention is primarily attracted, and in this analysis we 
are enabled to early demonstrate arterial change. 
That the true toxin is uric acid is doubtful. That 
the poisonous agents generated in this way are sev- 
eral is highly probable, but philosophy must reach 
far ahead of our full knowledge and outline the 
probable. These facts are not asserted as ultimate. 
Unless lightly held as provisional data they are likely 
to mislead. They do, however, furnish the clinical 
characteristics, more or less demonstrable, which 
serve as a basis for the conclusion that the essential 
agency in this process is toxic, and for the most part 
autotoxic. The treatment at this stage of the disease is 
essentially hygienic. The initial proposition is how 
to adapt the individual to his environment. In gen- 
eral the elements of food and physical expenditure 
are at fault. The important requirement is that food 
should be adequately introduced and thoroughly elim- 
-inated when no longer useful. Decided failure in either 
direction is destructive. For any given individual, 
“Is his food adapted to his work?’’ should be asked. 
To meet this query what do you demand? That his 
eliminating organs yield the proper representation of 
his ingesta. You see at once that our diagnostic re- 
sources do not cover such elaborate investigation, 
and yet we are not without resources. 








Clinically we have well-recognized evidences of 
toxemia by which to measure condition. Believing 
that the toxic agents are nitrogenous, we have ap- 
proximate means in the estimation of urea and total 
nitrogens excreted with the urine. Marked de- 
parture of these from the standard average of health 
demands explanation and correction. So far as our 
present knowledge goes it points to defective com- 
bustion as the efficient cause of these conditions. 
At once this opens the most complicated questions 
of relative combustibility of foods. Into this we 
cannot enter. Sufficient to say, that quantity is quite 
as important as quality. 

Given a good digestion, a mixed diet may be 
right or wrong according to the quantity. The 
‘‘rendering’’ capacities of the body have definite lim- 
itations, and react accordingly. Clinically we en- 
counter, as a rule, the necessity to diminish the 
nitrogenous food, or to change the form of its use: 
That the struggle against this gradual toxemia may 
be more successfully waged by attention to this 
line of procedure I have not the least doubt. Prac- 
tically it amounts to the gradual adoption of a mixed 
milk and vegetable diet, and experience fully warrants 
the advocacy thereof. It is remarkable how broadly 
applicable this simple regulation may be. Alone it 
frequently is the efficient means of correcting the 
phenomena associated with this pathologic state. Of 
these may be mentioned, nervousness, sleeplessness, 
shortness of breath, faintness, and a number of allied 
conditions, dependent for their causation upon the 
interplay between a toxic blood and pathologically 
limited capillary distribution. 

It is true that the arteriocapillary limitation may 
be complex; in fact, usually is; that in addition to 
structural encroachment upon the blood-vessels, there 
is usually muscular over-action spasm, if you like, 
in the arteriole wall; that the result is a raising 
of general blood-pressure by the participation of 
these elements in various degrees. Attention should 
be directed in this connection to the distinction 
between arterial pressure and arterial rigidity. As- 
sociated as a rule, they may be far apart. It is 
not rare to find a great arteriosclerosis with arterial 
rigidity widespread, together with a dangerously 
low blood-pressure. Of the complication so ari- 
sing we shall say a word later. The important ques- 
tion is: To what extent may the mischief of heigh- 
tened arterial pressure be avoided by attention 
to this nerve reaction? In response, I. adduce as 
the next measure of treatment, and not second in 
importance, the adoption of an even, equable life. 
It ought not to require a demonstration into which 
we cannot now enter to show how vital is the prin- 
ciple involved in this question. 


' 
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All of the life influences which tend to exhaustion, 
incoordination, and perverted nerve control range 
themselves upon the one hand; all of the forces resid- 
ing in deliberate, coherent, even though forceful ac- 
tivities, oppose themselves—to the end that it lies 
within reasonable demonstration that the poise of life 
is fully as determinative ofits physical destiny as are 
the factors which we are superficially in the habit 
of regarding as crucial. When we come to con- 
sider more specific pathology, and search for indica- 
tions for treatment less general, we find that the 
occasion arises in connection with organic change 
in many vital organs. ‘Three distinct relations be- 
tween special organic change and general sclerosis 
are possible, and frequently coexist. The special 
change in an organ may be a direct consequence 
of the general process; or it may be a part of the 
general process, that is to say, participating, or it 
may be in a measure causative of the general proc- 
ess. Without pausing to discuss these relationships 
it is possible to state that the clinical phenomena 
bear a constant relation to intra-arterial pressure. 

Of these the most prominent are hypertrophy 
of the heart and polyuria. The heart hypertrophy 
occurring as a truly conservative process in re- 
sponse to enforced labor. The polyuria, occurring 
pari passu with the sclerosis in the kidneys, becomes 
In so far as these 


an equally compensatory event. 
conditions maintain a due relation, little can be 


done to alter them. It is at the point of failure 
upon one side or another that interference be- 
comes necessary. If, for example, the heart hyper- 
trophy begins to yield to its excess, and the vis a 
tergo is withdrawn, the effect upon circulatory con- 
ditions becomes enormously exaggerated. This ex- 
aggeration follows the fact that in the typical con- 
dition resistance in the capillary area has been met 
by increased force of the heart, with the result of 
creating an intra-arterial pressure sufficient to main- 
tain the circulation. Withdraw even slightly the 
heart power, and you have left all the resistance re- 
sulting from altered caliber minus the blood-pres- 
sure; hence, ensues stagnation quite out of proportion 
to the amount of heart failure involved. 

The result of these changes upon the function of 
the kidney is in all cases pronounced. The imme- 
diate effect is to reduce the bulk of the urine. At 
the same time, the solid excreta of the urine fall 
short and there supervenes a more or less intense 
uremia. Almost the same description will apply to 
circumstances in which the blood-pressure has been 
suddenly reduced from other causes. The chain of 
serious consequences is finally chargeable to undue 
disturbance of a blood-pressure which has become 
quasi normal. 





It is important to estimate these phenomena at 
their true value. The therapeutics follow absolutely 
this analysis. The indications for treatment are 
two: To restore the balance between impelling 
power and resistance, and usually, to protect the in- 
terests of organs which have grown dependent upon 
an altered pressure. Therefore, it will not do, if it 
were possible,.to bring down the peripheral resist- 
ance to the capacity of the heart; the pressure must 
be restored, and hence the invariable rule: When the 
subject with arteriosclerosis begins to fail in the 
maintenance of the new balance, as a primary move, 
conserve the energies to the utmost by reducing ex- 
penditure in every direction. Hence, put the pa- 
tient in bed. Regarding the tendency to toxemic 
complications, as most threatening, it becomes im- 
perative to reduce the problem of nourishment to 
its simplest terms; that is, to the point at which the 
system most nearly protects itself from toxic accu- 
mulations. Hence, reduce the diet, perhaps to con- 
sist simply of milk. Promote the interchange of 
fluids in the tissues, bringing fresh materials and 
carrying away effete, by means of baths and mas- 
sage. Secure the highest possible functional per- 
fection in the organs whose efforts control food and 
tissue metabolism, particularly the liver, by the small 
and long-continued administration of calomel; there- 
by contributing in the highest degree to the final 
and indispensable demand, vz., that elimination be 
not allowed to flag. 

In the kidney we encounter the most serious ob- 
stacles. An organ, primarily or secondarily cirrhotic, 
dependent upon a high blood-pressure, finds itself 
choked by these conditions. It must be relieved. 
To this end the following measures may be insti- 
tuted: In the absence of great edema provide suf- 
ficent fluid ingesta. Restore the equilibrium of the 
circulation, to accomplish which administer strych- 
nin for its benefit to the heart, and digitalis for its 
effect upon the peripheral arterioles.’ Recall the fact 
that digitalis may not be indefinitely used in these 
conditions without resulting damage; but remember 
also, that in an emergency like this, it is indispen- 
sable. 

In thus touching here and therea salient point of 
this subject, I have striven to keep in mind the fact 
that the efficient treatment of the degeneration in 
question lies in prevention. . 

To know the signs of the predegenerative state, 
and forestall them, is the highest usefulness of the 
physician. Once the disease is well established, the 
treatment becomes a treatment of complications and 
emergencies. Thoroughly investigated in the be- 
ginning, the therapeutic possibilities are far more 
gratifying. 
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A CASE OF TRIGGER FINGER. 


By J. B. NICHOLS, M.D., 
OF WASHINGTON, D. C.; 
CLINICAL ASSISTANT, BARNES’ HOSPITAL, UNITED STATES SOL- 
DIERS’ HOME. 


As trigger finger is not a common condition, the case 
here reported seems worthy of record. In an examina- 
tion of the hands of one thousand adult men to determine 
the frequency of the occurrence of certain lesions of the 
hand and fingers I did not find a single instance of trigger 
finger. The present case developed in a man, when he 
was forty years of age, as the result of traumatism, and 
exhibits an impediment in extension of the third finger of 
the right hand. The particular lesion which causes the 
locking of the finger in this case is not determinable from 
the appearances present. 

N. P. N., male, was born in 1854 in Denmark. He 
was a soldier in the. United States army from 1880 to 
1895; was last discharged during January, 1895, and re- 
jected for re-enlistment on account of defective vision. 
He has done but little work since. He had an attack of 
rheumatism in the shoulders during 1889, and his eye- 
sight has been failing since 1890, though his general 
health has been good. During March, 1895, he stumbled 
in the dark and fell on his right hand dislocating the distal 
phalanx of the thumb, lacerating the little finger, and 
contusing the third finger. The hand remained in a 
dressing nearly two weeks, and on removal of the latter a 
trigger condition on extension of the third finger was 
found to exist, which has continued without material 
change to the present time. Previous to the accident the 
hand had not been affected in any way. 

Examination revealed the following conditions: After 
firm flexion of the third finger of the right hand its mid- 
dle phalanx frequently became locked and flexed on the 
proximal phalanx at slightly less than a right angle. 
Considerable force was required to free the finger, release 
occurring suddenly with a jerk and further extension be- 
ing accomplished without hindrance. There was no im- 
pediment to flexion, the finger becoming locked only dur- 
ing extension and at only one point. The finger did not 
usually become locked when flexed with little force, but 
when it was firmly flexed, as when the fist was tightly 
closed, it usually became fixed. A jerk could be felt and a 
slight click could be distinctly heard both when the finger 
locked and when it was released. When the middle 
phalanx was locked the distal phalanx was slightly 
flexed, and the act of extending this phalanx with the 
other hand seemed to aid in unlocking the joint. When 
the finger locked a pain was felt in the affected joint. 
When it was released, either by passive or active force, 
there was pain in the extensor tendon of the finger, most 
marked opposite the proximal end of the metacarpal bone. 
There was frequently also, on release, pain in the upper 
half of the forearm just internal to the ulna and near the 
course of the ulnar nerve. : 

There were no cicatrices, thickenings, or other evi- 





dences of any old injury. or disease of the affected third 
finger. There was no nodule or swelling on its flexor 
tendons; no perceptible luxation or lesion of the joints, 
and no anatomic abnormality of any kind perceptible 
about the finger, either when locked or free, sufficient to 
account for the condition. There was an old unreduced 
dislocation of the last phalanx of the right thumb and a 
cicatrix from an old laceration on the middle phalanx of 
the little finger. 


CHANCRE OF THE ESOPHAGUS, ACQUIRED | 
THROUGH TOBACCO. 


By WESLEY G. BAILEY, M.D., 
OF PERKIN, ILL. 


Nort being able to find an example of the initial lesion 
of syphilis in the situation above mentioned, after a care- 
ful search through the literature, I venture to believe the 
case a rare one, and the method of conveying the infec- 
tion also somewhat unique. 

On December 26, 1895, I was called to see a young 
man, J. H., aged thirty years, who complained of a se- 
vere sore throat. On inspection, the right side of the 
pharynx showed considerable tumefaction very low down. 
The soft palate and tonsils were but little involved, and 
the voice was free and clear. Breathing was not inter- 
fered with. There was great dysphagia. The external 
cervical glands immediately contiguous to the site of the 
tumefaction in the throat were’ somewhat swollen. On 
the 30th I was again summoned to see the patient, and 
found the whole right cervical region, anterior to the 
sternocleidomastoid muscle and below the angle of the 
jaw, intensely swollen. The mouth could not be suf- 
ficiently opened to permit examination. The employment 
of a hot antiseptic spray and the application of hot fomen- 
tations externally enabled me, by January 2d, to make a 
fairly satisfactory examination. Below the epiglottis, on the 
upper margin of the gullet, I could see an intensely red ul- 
cerated spot, at this time apparently nearly well. There 
was nothing distinctive about the ulceration, though it was 
sufficiently suspicious to justify the institution of anti- 
syphilitic treatment. He denied having a sore penis or 
having kissed any one but a pure girl, whom I myself 
knew well, and in regard to whom there could be no sus- 
picion. It was several months afterward that to me the 
real source of his infection became known; for as he had 
developed true secondary symptoms there could be no 
doubt of the nature of his disease. In replying to the 
query had he smoked any one else’s pipe, he said, ‘‘No,” 
but recollected having taken a ‘‘chew” from another 
‘‘fellow's” plug, and on returning the tobacco he had 
noticed that its owner's neck was covered with blotches 
of an ugly appearance. As the sore throat commenced 
within a day or so of three weeks after the fatal ‘‘chew’’ 
was taken, and as the secondary symptoms also devel- 
oped in regular order, it seems justifiable to think that 
the disease was inoculated into the gullet by the saliva 
containing the virus of syphilis from the unfortunate 
‘«chew” of tobacco. 
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CYST OF THE RECTUM. 


By JOSEPH M. MATHEWS, M.D., 
OF LOUISVILLE, KY.; 
PROFESSOR OF SURGERY AND CLINICAL LECTURER ON DISEASES 
OF THE RECTUM IN THE KENTUCKY SCHOOL OF MEDICINE, ETC. 


THE following case is, to me, unique in rectal surgery, 
and especially interesting because it was wrongly diag- 
nosed. 

A gentleman from a town in western Kentucky was 
recently referred to me. He presented a history of hav- 
ing had a fall several months before his first visit to my 
office. He fell a number of feet and struck upon his back. 
He had some pain in the rectum following the fall, also 
pain in the back, which was more or less aggravated ac- 
cording to the position he assumed, but his fecal evacu- 
ations appeared to be normal in every way. 

Upon examination I found no special disease just inside 
the rectum. I examined the coccyx, which seemed to be 
normal. About 3 inchesupthe rectum, situated a little 
to the left, but encroaching upon the center of the sacrum, 
I felt a tumor. Its base must have been two inches in 
diameter, and in surface it was as large as a small orange. 
The base was very hard, and on top it gave the impression 
of a rubber ball. It did not feel exactly like a cyst. I con- 
cluded that the patient had a sarcomatous growth of the 
rectum. I called Dr. W. O. Roberts in consultation, 
and upon examining the patient, without knowing my 
conclusion, he said that the condition was the most per- 
fect demonstration of sarcoma of the rectum he had ever 
seen. The patient was removed to the hospital of the 
Kentucky School of Medicine, where he was prepared 
for operation and taken into the amphitheater. I ex- 
pected to perform a Kraske operation, thinking I could 
remove the growth without any difficulty. While the pa- 
tient was on the table he was examined by Dr. William 
L. Rodman, who also pronounced the growth a sarcoma. 
Dr. James M. Holloway, who was also present, concurred 
in this opinion. 

Under chloroform I made a long incision down from 
the sacrum to the anus, and dissected out the coccyx, 
thinking that this procedure would be sufficient, and pay- 
ing little attention to the tumor during the manipulations. 
I then, to provide space in which to work, cut off the 
side of the sacrum, as is done in the Kraske operation. 
This provided sufficient space, and I knew that I could 
bring down the entire rectum if it were thought desirable. 
Placing my hand in the space behind and inserting a 
finger into the rectum, I discovered that the growth was 
a cyst, and not a sarcoma. After this predicament I 
simply went into the cyst from behind (through the in- 
flammatory deposit), tapped it- and evacuated a cupful of 
clear fluid. The cyst at once completely collapsed, and 
the wound was closed. 

This is the only cyst of the rectum which I have ever 
seen, nor do I remember to have read of one. The way 
we were deceived, I think, was that in pushing against 
the base of the tumor with the examining finger it was 
pushed against the sacrum; thus the inflammatory de- 
posit was felt over the promontory of the sacrum. We 
were also deceived by the pain, and the idea was con- 





veyed to at least three physicians that the growth was 
attached, that it was a true tumor, or at least that it was 
in all probability a sarcoma. The tumor was in the wall 
of the rectum, and was easily handled after I had cut 
down into the space. In my opinion the trouble was dis- 
tinctly inflammatory in character, and in no sense malig- 
nant. 


FOUR CASES OF EXTRAGENWITAL CHANCRE. 


By I. N. BLOOM, M.D., 
OF LOUISVILLE, KY.; 
CLINICAL PROFESSOR OF GENITO-URINARY DISEASES IN THE 
UNIVERSITY OF LOUISVILLE; DERMATOLOGIST TO THE 
LOUISVILLE CITY HOSPITAL, ETC. 


CASE I.—Mr. B., thirty years of age. On November 
23, 1896, the patient presented himself to me and ex- 
hibited a small ulcerated patch on the upper surface of 
the tongue, one-half inch from the tip and. a little to the 
right of the median line. It was about half the size of 
the cross-section of a lead-pencil, slightly ulcerated, and 
presented no typical features. It had been first noticed 
two days before, on November 21st, and did not give pain 
or inconvenience. The patient was somewhat of a hypo- 
chondriac, having been afflicted since infancy with val- 
vular heart trouble, and so was inclined to watch himself 
and any symptoms he might present extremely close. 
Within a few days the erosion disappeared, and in its 
place an elevated papule, twice the size of the previous 
patch, became evident. This slowly grew larger, and 
on about the tenth day a zone of induration formed 
around it which was about as large as a 25-cent piece, 
and never exceeded that size. In the meantime the ele- 
vated portion, roughly circular in form, began to assume 
a cartilaginous hardness, With the forefinger on the 
sore and the thumb against the lower surface of the 
tongue it felt almost as hard as gristle. 

This condition of affairs persisted until the patient’s 
departure to New York on January 24, 1897. He had 
early been made acquainted with the nature of the affec- 
tion, and being quite hypochondriacal, greatly feared his 
trouble might be epithelioma, so that I had an opportunity 
of observing him every two or three days during this 
time. There was no glandular enlargement in the neck 
until the first week of January. At which time one moder- 
ately enlarged gland could be felt on the affected side 
just below the angle of the jaw, and another, more decid- 
edly enlarged, beneath the belly of the sternocleidomas- 
toid muscle. The eruption was delayed and only the 
faintest signs were visible on January 21st. These con- 
sisted of a few erythematous spots on the patient’s bald 
head. They were very faint and undecided in character. 

As the patient was to pass some three or four months 
in New York, I referred him to Dr. R. W. Taylor, to 
whom he presented himself three days after I saw him 
last. Dr. Taylor concurred in the diagnosis. 

CASE II,—Miss D.—When the patient first presented, 
herself, December 5, 1896, she had a chancre in the 
median line on the upper lip from which the induration 
was fast disappearing. It was about the size of a 10- 
cent piece, decidedly indurated above the mucous mem- 
brane of the lip, and was situated at the mucocutaneous 
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juncture, The lesion had existed ‘‘ about two months or 
more,” just how long she could not say. The cervical 
glands showed some slight signs of enlargement; indeed, 
it is possible that they existed previous to the onset of 
the present affection. She had a papular syphilide on 
the trunk and arms, and a trace of roseola. Two weeks 
later tubercles were found within the greater labia, and 
mucous patches on the vestibule were also noticed. Only 
when these disappeared was there any inguinal glandular 
enlargement, and that but slight. Under appropriate 
treatment the chancre entirely disappeared, while the 
other symptoms were still present when the patient was 
last seen about one month ago. 
CaSE III.—Physician, twenty-five years of age, prac- 
tising in a neighboring town. On October 1, 1896, he 
noticed a papule on the index-finger of his left hand, 
which grew slowly and without ulceration until it was 
about the size of a silver dime. It was only slightly in- 
durated and was painless. He made a crucial incision 
through the lesion, and was surprised not to find pus. 
Without a suspicion as to the real nature of the lesion 
he applied a mercurial plaster, and two or three weeks 
later the sore had disappeared. When I saw him he 
had an erythematopapular syphilide covering the trunk 
and the arms, two or three small, mucous patches in the 
mouth, and as many scabs on the scalp. There was 
general adenitis to a moderate extent. I have not seen 
the patient since. 
CasE IV.—Mrs. G., aged forty years, widow, came 
tome on September 3, 1896, requesting a thorough ex- 
amination. On the body, arms, and legs there was an 
extensive papulopustular eruption, the genitals were cov- 
ered with mucous patches, and there were nodules in the 
labia. She had shaved her head and wore a wig, but 
scratched papules were visible all over the head when the 
wig was removed, as was also alopecia syphilitica. The 
mouth, especially around the tonsils and back of the last 
molar teeth, contained large mucous patches. Her right 
nipple hung by a shred, and around an eroded sore in- 
volving the areola was a thick, deep, infiltrated zone. 
There was no other evidence of the initial lesion. She 
had been bitten, she claimed, on the nipple by her lover 
several months before. She located the time of the first 
appearance of the nipple trouble as nine months before. 
The patient did not impress me as being a reliable person, 
and, as I have not seen her since, I am able to present 
but a brief account of the case. 
I used every endeavor to discover the method and site 
of entrance of the syphilitic poison in the three cases first 
reported. In Case I. the patient was thoroughly reliable 
and afforded me every facility for discovering the mode 
of entrance of the infection. He had not been indis- 
crimmnate in his sexual congress during the previous six 
months, and, living as he did with his grandmother, he 
knew of no way in which he could have been exposed. 
. His habits were very much those of a man in the better 
walks of life, and the origin of his trouble will remain 
forever unknown. 

In Case II. the patient had had intercourse with but 
one man, and denied having kissed any other for many 


































months. I was unable to secure an interview with this 
man, although I endeavored to do so. 

Case III. has already been sufficiently discussed. 
The patient acknowledged to having had four lovers at 
the same time, any one of whom might have been the 
cause of the trouble. 


A CASE OF CONGEMITAL MALFORMATION. 
By S. J. MCNAMARA, M.D., 
OF BROOKLYN, N. Y. 

THE infant whose case is here related was born 
October 22, 1897, of Irish parents. The father was 
twenty-four and the mother twenty-one years of age. 
The couple had been married four years, They had one . 
child who was well-formed and healthy and at the time of 
writing twenty months old. The mother had a miscar- 
riage when she had been married one year, during the 
fifth or sixth month of gestation, and the fetus, I was told 
by the father, was deformed, both lower limbs being 
fused together and the genitals being placed on one side, 

The labor which resulted in the birth of the third 
child was short and easy. The breech presented in the 
left sacro-anterior position. The infant at birth weighed 
four and a half pounds and had a fairly developed trunk 
and head. The left arm was missing from the middle 
third, and the right, from the elbow, with the exception of a 
rudimentary finger on which was what could have been 
taken for a finger-nail. One lower limb was absent 
from the knee-joint, while on the other was a poorly de- 
veloped leg with a foot which was twisted backward. 
The mother, a woman of a somewhat nervous, self-con- 
scious, and secretive disposition, accounts for the defor- 
mity by the following incident: 

About the middle of June, or when she was in mid- 
pregnancy, while standing at the door of her house, she 
was asked for money by a beggar with no legs who was 
seated on a tricycle playing an organ, and was being 
drawn by another man. She was about to give him some 
money when she found she had no small change. She 
regretted the fact very much, and felt very sorry after- 
ward that she did not give him what she had, although 
it was more than she could really afford. She remem- 
bered the incident several days, when it slipped her 
mind, but she again saw this same man and the second 
meeting recalled to her mind all that she had gone 
through on first seeing him. Moreover, the night of her 
confinement she said she saw this man at the foot of her 
bed and stated that she was not very much surprised at 
the baby being deformed. 


MEDICAL PROGRESS. 


A Simple Method of Collecting the Urine from Either Kid- 
ney.—HARRIS (Jour, Amer. Med. Assn., January 29, 
1898) has devised a method of obtaining urine from 
either kidney alone or from both separately, which is both 
simple and reliable and applicable to patients of either 
sex. The advantages of separate urine are at times so 
great that all sorts of measures have been devised to ob- 
tain it. Various instruments have been made to com- 
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press one ureter, and surgeons have not hesitated in cer- 
tain cases to expose one ureter, in order to compress it 
more accurately, or by opening it to obtain urine from its 
kidney. Pawlick was able by an unusually delicate touch 
to catheterize the ureters; .with the help of the cystoscope 
this has been repeatedly done, though the procedure has 
ever remained a difficult one, even in the hands of an ex- 


pert. Simon devised a urethral speculum for the female, 
through which the ureters may be seen by reflected light 
and catheterized as the bladder becomes distended with 
air. Kelly has popularized this method, but it is still one 
which requires special training, and sometimes the pain 
is so great as to require an anesthetic; sometimes it is 
impossible even for the most skilled surgeon to find the 
ureters in a reasonable length of time. 

The instrument devised by Harris does away at once 
with all of these disadvantages, and, moreover, allows of 
the separation of the urine in the male as well as in the 
female. It consists of a septum which, when passed into 
the rectum or vagina, and pressed against the posterior 
bladder-wall, makes a watershed in the median line of the 
bladder; also, of two small silver catheters, the straight 
middle portions of which are enclosed in a thin sheath. 
They can be rotated in this sheath, and when so rotated 
the curved upper and lower ends are separated. The 
ends within the bladder slip into the two pouches formed 
by the rectal septum, and the ends outside the body are 
connected by rubber tubes with two bottles. By means 
of slight aspiration the urine is sucked out of the bladder- 
pouches, right and left, before enough collects there to 
make possible any overflow from one side to the other. 
In this manner as much urine as is desired can be col- 
lected separately from the two ureters without any dis- 
comfort to the patient. The catheters should be inserted 
and rotated before the septum is placed in the rectum. 
The inventor has tested the instrument upon one patient 
who had had one kidney removed, and the demonstration 
was perfect that there was no overflow of urine from 
one side to the other. 
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Treatment of Obesity.—ROBIN (Rev. de Therapeut., 
December, 1897) treats obesity as follows: At eight A.M. 
the patient receives a boiled egg and two-thirds of an ounce 
of lean meat or fish—the whole to be eaten cold anddry. A 
third of an ounce of bread and a cup of weak and very hot 
tea without sugar complete the repast. At teno’clock asec- 
ond meal is given, consisting of two boiled eggs, one- 
sixth of an ounce of bread, and five ounces of water, 
wine, or tea. At noon the meal consists of as much cold 
meat as is desired, without bread, but with salads served 
with salt and lemon-juice. If the patient craves bread 
very badly, an ounce may be permitted. He also re- 
ceives from three to five ounces of green vegetables 
served with butter. Farinaceous articles, and those ex- 
tremely sweet, are absolutely forbidden. Three to five 


ounces of raw fruit may be allowed as dessert. Two 








glasses of water may be drunk with this meal, and a 
quarter of an hour later a cup of weak tea without sugar. 
Another cup may be given at four o'clock. Finally, at 
seven o'clock, the same meal may be taken as at eight in 
the morning, with the fish or meat warmed, if preferred, 
the amount not to exceed three ounces. The patient 
should walk half or three-quarters of an hour after each 
repast; that is to say, five times daily. He should take 
vapor baths, followed by general massage; should never 
sleep in the daytime, and not more than seven hours at 
night. Of the various systems of medication proposed to 
reduce flesh, Robin has this to say: The thyroid prepara- 
tions are unreliable and are not without danger. Iodid 
of potassium will diminish the amount of flesh, but pro- 
duces accompanying ill effects, such as shrinking of the 
glands. Treatment by mineral waters is only efficacious 
as long as it is continued, and should be regarded as a 
mere adjunct of diatetic treatment. 


Treatment of Vomiting of Pregnancy. —GEOFFROY (Bull. 
Gen. de Therapeut., December 15, 1897) is convinced 
that the condition of nausea and vomiting of pregnant 
women is due to reflex contracture of the digestive tube; 
that such contracture is located either at the pylorus and 
the different portions of the small intestine, or more par- 
ticularly in the iliopelvic angle of the colon, and that this 
painful contraction at this angle is a pathognomonic sign of 
reflex hyperesthesia of the intestinal canal, of which the 
morbid symptoms vary from slight pain about the heart 
to simple nausea or to uncontrollable vomiting. By the 
slow, light, progressive movements of massage, with the 
balls of the fingers, he is able to cause the passage of gas 
and liquid through this region with gurgling sounds dis- 
tinguishable both to the physician and to the patient. 
Usually two or three séances of this light massage are 
sufficient to. cause the vomiting to cease altogether, though 
the treatment may be repeated as often as necessary with- 
out fear of ill results. This procedure has been employed 
by the writer with complete success in a number of ob- 
stinate cases. 


The Best Treatment for General Edema.—A writer, in 
La Médecine Moderne, says that the best treatment for 
general edema of the legs is the introduction of a fine 
cautery-point some seven or eight centimeters (three to 
three and a half inches) above the external malleolus, the 
skin first being carefully prepared with antiseptics. Two 
punctures are made on each leg, one above the other, 
passing clear through the skin. Hemorrhage is rare. 
The leg, should be enveloped with compresses soaked in 
a weak antiseptic solution, after having been smeared 
with borated vaselin. The dressing should be changed 
several times daily. From the punctures_a large amount 
of serous fluid escapes, and the improvement of the pa- 
tient is manifest within a short time. When the open- 
ings close it is necessary to repeat the punctures in an- 
other place. This method yields better results than 
punctures with trocars, or with a lancet. It<is, in fact, 
superior to any other method that has yet been sug- 





gested. ; 
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WARANO PESTILENCE. 

In these days of warlike preparation and patriotic 
commotion so much dust is kicked up that many pub- 
lic affairs of great vital importance demanding in- 
stant action are completely lost sight of. Millions 
of dollars are appropriated for national defense 
against a very problematic enemy, while at our very 
doors, perhaps within our borders, lurks a foe against 
which no adequate precautions have been taken. It 
is the opinion of our best sanitarians that with the 
coming of warm weather yellow fever is likely to 
again break out in our Southern States. If such 
fears are groundless, and if, as some hope, the epi- 
demic of last summer has been stamped out, there 
still remain conditions which call for unusually strict 
sanitary precautions and rigid and uniform quaran- 
tine regulations. 

Be there war or peace, our near neighbor Cuba 
has seldom, if ever, been in a state so potential for 
evil as at present. Impoverished by fire and sword, 
swarming with starving natives and unacclimated, 
non-immune soldiers, it must, during the coming 
summer, become a pestilential menace alike to 
friend and foe. Within a few hours’ sail of Floridaand 
many of. our Gulf ports is Havana, where yellow 





fever is endemic and perennial. It is definitely 
known that this disease has been continuously en- 
demic and frequently epidemic in Havana since 
1761. It is impossible to estimate how many 
times our country has been infected from this 
source in all the years since 1761, but more recent 
data will show what a long-standing, constant, and 
present menace this hive of disease is. From 1807 
to 1894 we have escaped yellow fever only during seven 
years. According to the report of the Marine Hos- 
pital Service for 1896, the source of the infection is 
known in only 41 of the 87 years; in 12 of these 
41 years the origin of the disease is given as simply 
the West Indies, which may or may not mean the 
island of Cuba; but in 23 of the years the source is. 
definitely given as Havana. 

Between 1862 and 1894 yellow fever invaded the 
United States during twenty-six different years. The 
source of infection was known in 19 instances, and 
for 16 years could be traced to Havand. Often- 
times several of our ports have been simultaneously 


| infected from this source, and to it our last two 


great epidemics were directly traced. The epi- 
demic of 1878 invaded 132 towns, killed 15,934 
persons, and entailed upon us a pecuniary loss of 
over $100,000,000, a sum that would support an ef- — 
ficient national quarantine for a century anda half. It 
is pretty well known that Havana was once free from 
yellow fever, but the reasons for the introduction and 
fostering of the disease are not difficult to determine. 
The only sanitary measure of importance ever, we may 
say, introduced into Havana, has been the rather 
recent acquisition of a fairly good and abundant 
water-supply; but this, without a commensurate in- 
crease of sewer capacity. As a result the soil and 
houses are damper than before, and the dangers at- 
tendant thereon are multiplied by the increased 
water-supply. 

The condition of Havana is a sad commentary 
upon the general sanitary enlightenment of the age. 
The circumstances perpetuating the disease there are 
many; the ‘‘annual mean’’ temperature is high, 
ranging from 77 to 79° F., and frost is unknown. The 
soil upon which much of the city is built consists of — 
mangrove swamps filled with refuge and garbage; 
the air is polluted, and the streets, most of them, are 
narrow and filthy. The houses, of the poor especially, 
are low, crowded, and damp, and many of them have 
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in dangerous juxtaposition, stable, privy, cesspool, 
kitchen and sleeping-quarters. The harboris small, 
almost land-locked, and shallow; it receives all the 
drainage and refuse from the city, and because of the 
small influx of river water and the low tides (only 
about two feet) stands a stagnant cesspool. The 
death-rate is over 40 per 1000. The city suffers not 
alone from the ravages of yellow fever, but also has a 
tremendous mortality from phthisis, diarrheal dis- 
eases, malignant malaria, and smallpox. 

Cuba as a country and Havana as a city are com- 
mercially most closely linked with us. Dangerous in 
times of peace, what would happen in case of war 
with Spain, and that during the rainy, pestilential 
season ? The Spanish forces would naturally seek to 
hold Cuba as a base of operations, and the initial 
movement on the part of our Government would be 
to dislodge them. 

Our shores might be invaded by alien, infected 
troops; they certainly will be invaded in any event 
by Cuban refugees; our soldiers or sailors may be 
compelled to land upon and perhaps occupy Cuba, 
and the sure result, in any of these three exigencies, 
would be an infection of our tide-water towns, and 
the possibility of the worst epidemic of yellow fever 
that we have ever experienced. War is bad enough, 
and the ordinary diseases following in its wake kill 
more than combat, but what shall be said of the co- 
existence of war and pestilence ? 

Instead of helping the quarantine authorities, the 
Government has just crippled them by converting the 
Dry Tortugas into a military post. No locality 
equally good for a National quarantine station exists 
in that neighborhood, but the best available should 
be assigned to them at once. 

Congress, by immediate and unanimous action, or 
the President, by proclamation, should grant the 
Marine Hospital Service power to increase its per- 
sonnel and money to prepare tents and hospital sup- 
plies with such liberality that it would be able to lo- 
cate hospitals and detention-camps whenever and 
wherever they may be needed. An epidemic of 
yellow fever would mean the loss of. millions in 
money and thousands of lives, which could be pre- 
vented by the speedy endowment of the quarantine 
authorities with a little more power and a few thou- 
sands of dollars. 

The results of rigid and enlightened sanitation 





elsewhere have shown that it is possible to stamp out 
infectious disease due to uncleanliness, a proof of 
which is the fact that Vera Cruz, once a hot-bed of 
disease in general, and yellow fever in particular, 
has purged itself, kept itself clean, and recently stood 
in the anomalous position of decreeing a quarantine 
against the United States, and had in lazaretto a 
steamer from one of our Gulf ports with three cases 
of yellow fever on board. 

Local boards of health should see to it that their 
towns and cities are clean, so that if alien diseases 
evade a rigid quarantine, they will find a sterile nidus 
and not become epidemic. 


THE GIFT OF THE NEW YORK HOSPITAL 
LIBRARY TO THE ACADEMY 
OF MEDICINE. 

THE gratifying announcement of the gift of the books 
of The New York Hospital Library to the Academy 
of Medicine has recently been made. No more ap- 
propriate beneficiary could possibly be found. Al- 
though the library of the Academy of Medicine has 
had an astonishingly active growth during the past 
decade, no one who patronizes it to any considerable 
extent can fail to discover that it is’ lacking, particu- 
larly in rare and ancient books, possessions which 
enormously increase the worth of any library, and 
which make it invaluable to the real student. By 
the gift of the New York Hospital Association this 
hiatus in the shelves of the Academy library has been 
obliterated, and the library is at once lifted to rank, 
in point of number of volumes, second of the medical 
libraries of this country, and first of the private 
libraries. 

Books are of far greater importance in contributing 
to the education and mental prosperity of a com- 
munity than colleges and post-graduate schools. This 
is no less true of medicine than of other departments 
of learning, and New York greatly enhances her 
claim of being the medical center of the Western 
Hemisphere by the possession of the library of the 
Academy of Medicine. 

This would seem to be an appropriate occasion to 
urge upon the trustees of the Academy the institution 
of needed reforms in the conduct of the library. 
There can be no doubt that its usefulness would 
be materially enhanced if it were open on holidays, 
and until at least 11 o’clock in the evening. Further- 
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more, we have never been able to see the wisdom of 
denying every one not a member of the Academy en- 
trance to the library after 6 p.m. This unnecessary 
exclusiveness is surely of no advantage to members, 
as we feel quite safe in saying that there has always 
. been ample elbow-room in the library after sunset, 
and it unquestionably prevents many non-resident 
physicians who come here for investigation and study 
from making complete use of the opportunities which 
the Metropolisaffords. We say this despite the fact that 
strangers have access to the library in the evening if 
vouched for byamember. There should be nosuch 
senseless formality. On the contrary, every induce- 
ment should be offered to make the library of the 
Academy the pleasantest and most profitable place for 
the large number of physicians who visit this city 
every year to do post-graduate work to spend their 
evenings. 

The trustees of the Academy have an emulable 
example in the library of Columbia University, the 
managers of which are successfully striving to make 
it the most important as well as the most accessible 
feature of that institution. 


ANOTHER MEDICAL PARASITE. 

CurRAN, in one of his memorable speeches, said 
that it ‘‘is the common fate of the indolent to see 
their rights become a prey to the active, and that 
eternal vigilance is the price of liberty.’’ These must 
be the sentiments of every true physician who is 
brought in contact with the loathsome, nauseous 
literature which is incessantly put forth by the cor- 
morants of the medical profession—the advertising 
quacks. We are approaching the time of year when 
these pestiferous creatures seem to double their sinis- 
ter efforts, and the secular press and the mails alike are 
sorely burdened with their emanations. Ofthe entire 
class the sexual quack is by far the most malignant and 
irrepressible. His name is legion. He springs up 
like a toadstool in the night and is as fatal to those 
who mistake him for a genuine physician as the for- 
mer article is to those who confound it with the 
salutary mushroom. He is, like the tubercle bacillus, 
widely distributed, and to be found in the most unex- 
pected places, yet his favorite location seems to be in 
the Middle West of our country. It is with the hope 
of interesting the State and County Societies, which 
in the majority of cases have the power to deal 








deservedly with this species of depraved man, 
that we call attention to a very flagrant offender who 
burdens the town of Mechanicsville, Iowa, with his 
presence, and who poisons the youthful mind of 
many other States with his disgusting circulars and 
testimonials. His game is a diagnosis for any one 
who will send his name, age, sex, and a lock of hair, 
with four cents in postage stamps. On receipt of 
these, Dr. C, E. Batdorf, for it is thus he signs him- 
self, will contribute a letter urging the beguiled and 
deluded sufferer to send one dollar in payment for a 
box of sexual pills or uterine regulators, whichever 
he thinks is most needed, and a warning that the 
unfortunate victim is on the verge of disaster. A 
sample of such letters, handed to us by a Philadel- 
phia physician to whom it was given by one of the 
victims, reads as follows: ‘‘ Your liver is inactive, 
the bile does not flow. Kidneys and sexual organs 
affected. Loss of vital fluid. Nervous at times, bil- 
ious and dull headache. Blood impure. The. whole 
system is run down from dissipation, you will know 
what kind. We can cure you. Send $2 for mag- 
netic powders and $1 for sexual pills. Do not de- 
lay. Please return this letter. Dr.-C. E. Bat- 
dorf.’’ ; ; 

The last edition of ‘‘ Polk’s Medical Directory of 
the United States’’ gives no indication that such an 
individual as the one just named is practising medi- 
cine in Mechanicsville, Iowa, and we venture to think 
that in thus calling attention to him he will decide 
that the climate is not sufficienty salubrious for him 
to tarry there longer. We trust that the physicians 
of that community will assist in furthering our 
efforts. 


ECHOES AND NEWS. 


Drug-Clerks’ Bill.—The bill restricting the working hours 
of drug clerks of New York City has passed the Senate by 
a vote of 27 to 3. 


Dismissals in the Health Department.—-President Murphy 
of the New York City Department of Health, on the 12th 
inst., discharged about forty of the employees of the old 
board, and appointed as milk inspector Richard V. 
Croker, a distant relative of the Tammany chief. 





Salaries of Coroner's Physicians.—A bill increasing the 
salaries of coroner’s physicians from $3000 to $5000 a 
year in the Boroughs of Manhattan and Brooklyn, and 
fixing them at $3000 for the Boroughs of the Bronx, 
Queens, and Richmond, was recently introduced in the 
New York Senate. 
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Obituary.—Sir Richard Quain, Bart., physician extraor- 
dinary to Queen Victoria, President of the General Med- 
ical Council, and editor of the ‘‘Dictionary of Medicine,” 
recently died in London. He was born October 30, 1816, 
was a fellow of numerous medical societies, and the 
author of many scientific and medical works. 


The Lewis Carroll Endowed Bed.--A fund to endow a 
bed in the Children’s Hospital, Great Ormond Street, 
London, as a memorial to the author of ‘* Alice in Won- 
derland,” has been opened by the editor of the S¢. James's 
Gasette. The bed will be called the ‘‘ Lewis Carroll 
Bed,” the name under which Mr. Dodgson wrote his ad- 
mirable books. 


Ohio State Medical Society.—At the coming meeting of 
this Society, to be held at Columbus, May 4, 1898, the 
address on surgery will be delivered by Dr. Nicholas Senn. 
The local committee of arrangements is already actively 
engaged in preparations for the convention, and unusual 
efforts will be made to attain the fullest possible member- 
ship and attendance. 


Board of Health and Hydrophobia.--The New York City 
Board of Health is now prepared to treat without charge 
cases of hydrophobia by the Pasteur method. During the 
past six months experiments with antirabitic serum have 
been conducted in the bacteriologic laboratory of the 
Health Department, and the results obtained have led the 
board to adopt the treatment. 


Graduates of Local Medical Colleges Exempt from Exami- 
nation. —A bill has recently been introduced into the Legis- 
lature of Iowa which exempts from the examination re- 
quired by the ‘‘ medical-practice ” law all graduates of the 
the: Medical Department of the University of Iowa. It is 
said that a similar bill will be drafted in Maryland, exempt- 
ing graduates of the University of that State. 


Fourth International Congress of Physiologists. — The 
Fourth International Congress of Physiologists will be 
held at Cambridge, England, August 23 to 27, 1898. 
There will be an exhibition of physiologic apparatus in 
connection with the Congress. Exhibits may be contrib- 
uted by members of the Congress, by directors of physi- 
ologic laboratories, and by makers recommended by any 
member or director. 


Entertainment in Aid of a Convalescent Home.—A musicale 
was recently given at the Astor Gallery, New York, in aid 
of the Rest for Convalescents, a charitable institution at 
White Plains, N. Y. This institution is open all the year, 
and receives Protestant women who have been discharged 
from hospitals or who are worn out with overwork. Its 
beneficiaries pay a nominal sum for their board, but are 
lodged without charge. 


Liniment Exploded.—The explosion of a mixture of ben- 
zine and turpentine which was being used as a liniment 
recently resulted in the painful burning of a man and his 
wife in New York. The man was suffering from rheuma- 
tism, and his wife was rubbing him with the mixture. 
The application smarted so much that the woman lighted 





a match to see if there was an abrasion of the skin, and 
the explosion followed. 


St. Mary's Hospital (Brooklyn) Loses a Bequest.—By a 
verdict recently rendered in the Surrogate’s Court in 
Brooklyn, St. Mary’s Hospital loses a bequest of $30,000 
willed to it by Mrs. Jane Cunningham, widow of John Cun- 
ningham, who was at one time Charities Commissioner of 
Kings County. Mrs. Cunningham died in St. Mary’s 
Hospital after a year’s illness. Her relatives contested the 
will on the ground of undue influence with the result that 
it was declared void. 


Bequests to Charities.—By the will of the late Amos R, 
Eno, the following charitable institutions of New York 
will each receive $5000: Colored Orphan Asylum, De- 
milt Dispensary, Protestant Half-Orphan Asylum, Asso- 
ciation for the Relief of Respectable Aged and Indigent 
Females, Home for Old Men and Aged Couples, New 
York Cancer Hospital, Society for the Relief of Ruptured 
and Crippled, New York Training-School for Nurses, and 
the Institution for the Blind. 


Plague Riots in Bombay. — Despatches from Bombay 
bring news of a riot which broke out among the low-caste 
Hindus and Mohammedans against the Europeans. It 
orginated in an attack upon a plague search-party. The 
mob attacked the hospital, burned the offices and stores, 
and savagely attacked the doctors, killing one of them. 
Detachments of police, of the Shropshire regiment, and 
of artillery were hurried to the scene, and a volley was 
fired into the mob, killing several persons. 


The Practitioner and the Footpad.—-Dr. A. A. Hallock of 
Massilon, Ohio, was recently the victim of a highway rob- 
ber. While on the way to see a patient he was con- 
fronted with a revolver and a demand for money. The 
robber is said to have secured $20 in cash and $110 in 
checks, while the doctor received in return a bullet through 
his left foot. It is a poor sign of returning prosperity 
when the lonely country practitioner is called on by a 
highwayman to stand and deliver. It must have been an 
act of desperation. 


Stolen Instruments and a Chicago Doctor.—Dr.C. A. 
Simmons, assistant demonstrator of anatomy in the North- 
western University and lecturer on anatomy and surgery 
at the Chicago Post-Graduate Medical School, has been 
charged with having in his possession $2000 worth of sur- 
gical instruments alleged to have been stolen from Chi- 
cago physicians. The stolen instruments were traced to 
Dr. Simmons’ office by the arrest of a negro thief, who 
confessed that he had robbed the offices of several doc- 
tors and sold the stolen instruments to Dr. Simmons. 
The latter denies all guilt in the transaction. 


Or. William Gowers, Knighted.—Dr. Gowers of London 
has recently been knighted by his sovereign and dined by 
those of his fellow practitioners who are addicted to sten- 
ography. It has been said of Sir William that some of his 
works on nervous diseases have been translated into 
nearly every Continental language. At a dinner given 
last November, the honored guest related a remin- 
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iscence of his student life, going to show that his expert- 
ness as a shorthand writer was a matter of critical import- 
ance to him early in his career. Because of his ability to 
use phonography he became secretary to Sir William Jen- 
ner, which appointment prevented his acceptance of a part- 
nership ina practice at Bournemouth. This proved to be 
the turning-point in his life. 


Wavy Needs Assistant Surgeons.—The Surgeon-General 
of the Navy has recommended that authority be imme- 
diately granted to enlist acting assistant surgeons for ser- 
vice on ships to be placed in commission and on auxiliary 
cruisers which may be impressed by the Government. He 
states that there are already eighteen vacancies in the 
lower grade of the medical corps, and, in the event of war, 
the medical department would be seriously crippled for lack 
of surgeons. The Surgeon-General recommends that 
additional inducements be offered for doctors to enter the 
navy, and that he be authorized to enlist any number of 
assistant surgeons deemed necessary. Secretary Long has 
the subject under consideration} and will probably recom- 
mend that the Surgeon-General’s suggestion be approved. 


Scarlet Fever from Blueberries.—One of the ways by 
which scarlet fever may be transmitted is illustrated by the 
following account which has been sent by a subscriber: 
A physician last summer attended two children in the 
same family having this disease. Since both were taken 
sick at the same time, and since there were no other cases 
known to exist anywhere in the community, not a little 
speculation as to its origin was occasioned. Finally, it 
was discovered that a few days previously both of these 
children had eaten of raw blueberries procured of a back- 
woodsman, whose family had doubtless picked them, and 
several of whom had been known to have scarlet fever the 
previous spring. The circumstances of this family were 
such that thorough disinfection was practically impossible 
except by fire. 


New Competitors in the Medical Field.—In spite of the 
vigilance and persistence practised by the medical profes- 
sion in suppressing irregularities in its domain, some un- 
expected dragon is constantly protruding jhis obnoxious 
head. The latest surprise comes in the form of spiritu- 
listic mediums who are supplying prescriptions written by 
celebrated physicians, many of them long forgotten, who 
have left the terrestrial for the spirit world, but who, 
nevertheless, have not lost their interest in the practice of 
medicine. A specific instance of this has recently oc- 
curred in England, and the question has arisen whether 
such prescriptions can be recognized and compounded by 
a legitimate chemist, and also as to who is to assume the 
responsibility of the effect of such prescriptions on the in- 
dividuals taking them. 


The Troubles of a Practitioner.--A well-known physi- 
cian of irreproachable character was recently arrested in 
New York on a criminal charge of manslaughter in the 
second degree, which was based on the allegation that 
in April, 1897, nearly a year ago, he had been guilty 
of culpable negligence in prescribing medicine for the in- 
fant child of the complainant, an actor, thereby causing 








its death. The physician was arraigned before a magis- 
trate in the West Side Police Court, and was held for ex- 
amination in $5000 bail, which was furnished later in the 
day, but not until the doctor had been locked up in a cell 
a number of hours awaiting the coming of his bonds- 
man. In connection with this there seem to be two points 
calling for comment. One is the unseemly and barbarous 
manner in which a citizen and an honorable member of 
the medical profession was haled by the authorities and 
thrust into prison; and the second is the very surprising 
comments attributed to various members of the medical 
profession which were published in the daily papers in 
connection with the case. If the opinions attributed to 
them were expressed as reported, nothing that we can say 

would probably add to the humiliation which over- — 
whelmed them when the specter of their words appeared 
before them. If they did.not express the opinions attrib- 
uted to them, no time or space should be too brief in 
which to set themselves right before the profession and 
the community. The facts of the case are not all in. 
There are two sides to every question, and no man should 
be condemned until he has been heard. 


CORRESPONDENCE. 


MIDWIVES IN NEW YORK. 


To the Editor of the MEDICAL NEWS. 

DEAR SiR: In regard to Dr. Cole’s letter in the issue 
of the MEDICAL NEws, March sth, purporting to offer a 
correction of a statement in the beginning of my paper on 
*¢ Midwives,”” published in the News, February 19th, I 
have only to say that I do not know who had formulated 
the bill referred to, but I do know that Dr. Warden and I 
were sent to Albany at the expense of the County Medical 
Society to oppose its passage. 

The acute stage of the recent agitation of the mid- 
wifery question is passed. The resolutions offered in 
societies have for the most part not been carried, and the 
committees appointed to report on the matter have been . 
dismissed. No attempt will be made to obtain any leg- 
islation on the subject during this session of the legisla- 
ture, but there is hardly any doubt that the question will 
come up again, and it would be desirable if, in the mean- 
time, those who agree on the main points would come to 
an understanding about minor details. 

Between the two extremes of those who want midwives 
officially recognized, examined and licensed, and those 
who want them ‘‘ wiped out,” the writer occupies a me- 
dian position. Although fully aware that European. 
methods are not applicable to the peculiar conditions of 
the United States, and especially the State of New York, 
and that a licensing bill would only lead to an increase in 
the number of midwives without any great improvement 
in their quality, he takes the fact into consideration that 
in cities with a large foreign element a considerable pro- 
portion of the population, ignorant of the dangers to which 
they expose themselves, are in the habit of employing 
midwives, and wish to continue to do so. Nor does he 
overlook that those who are engaged in this practice, and 
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who by registering have complied with all that any 
authority has required of them, have obtained a certain 
right to be left alone. All lawyers consulted on the 
question declare that the law of 1895 regulating the prac- 
tice of medicine does not prevent midwives from practising 
in normal cases for the reason that the courts and many 
members of the medical profession hold that childbirth is 
a physiologic act not appertaining to the domain of the 
practice of medicine. 

The writer not only holds a position midway between 
two extremes, but a position which has the advantage of 
having been unanimously endorsed by the Section on 
Obstetrics and Gynecology of the Academy of Medicine at 
its meeting of January 27th (see MEDICAL NEws, Feb- 
ruary 19, 1898). 

Since then the writer has found a valuable ally in the 
Board of Midwifery of the City of Rochester, one of the 
two places in which examination, licensing, and supervis- 
ion of midwives have been prescribed by a State law. In 
his paper read before the Section on Obstetrics the writer 
predicted that a licensing act would not prove satisfactory, 
a prediction which is fully supported by the following let- 
ter addressed to me by the Secretary of the Rochester 
Board which I herewith append. 

H. J. GARRIGUES, M.D. 
NEw YorRK, March 10, 1898. 


My DEAR DOCTOR: Your recent paper on the subject 
of ‘‘ Midwives” before the N. Y. Academy of Medicine 
was so timely and important, that at a recent meeting of 
the Rochester Board of Midwifery a resolution was passed 
which instructed the secretary of this board to communi- 
cate with you and say that it is the sense of this board 
that the present law enacted by the State Legislature for 
the purpose of regulating the practice of obstetrics in the 
City of Rochester is inadequate for the purpose designed. 

To state also that this board is ready to cooperate with 
you in .an endeavor to obtain some kind of general State 
remedial legislation. 

Personally we agree entirely with your statement that 
there is no place for midwives. They are not only unnec- 
essary, but are a menace tothe public health. The final 
day of the midwife has come; she is obsolete, and must 


"pass out of existence. 


Any instruction you or your committee may have to 
offer will be gladly accepted. 
(Signed) Respectfully yours, 
N. W. NOBLE, Secretary. 


ROCHESTER, N. Y., February 17, 1898. 


OUR PHILADELPHIA LETTER. 
[From our Special Correspondent.] 


.CECAL HERNIA—JURGENSEN’S SIGN—PARASITIC CHY- 


LURIA—ALTERATIONS IN THE BUILDINGS OF THE 

MEDICO-CHIRURGICAL COLLEGE—STATE CARE OF 

CRIMINAL INSANE AND THE EASTERN PENITEN- 

TIARY OF PENNSYLVANIA. 

PHILADELPHIA, March 12, 1898. 

THE results of a careful study of sixty-three cases of 
cecal hernia were reported at the last meeting of the Phil- 
adelphia County Medical Society by Dr. J. H. Gibbon, 
tending to prove that the condition in question is rather 
more commonly met with than is generally supposed. 





Cecal hernia occurs more often in early childhood than at 
any other period of life, and is nearly always congenital; 
on the other hand, when it happens in adults, it is usually 
acquired and occurs after middle life. The speaker showed 
that in 642 herniotomies performed by Halstead and 
by Coley for femoral and inguinal herniz, the cecum or 
appendix was found in the sac no less than 21 times. Of 
these 21 patients only 3 were over 15 yeats of age. Of 
the 63 cecal herniz referred to by Gibbon, 36 were in pa- 
tients under 15 years of age; in 5 the subjects were be- 
tween 15 and 40 years of age; in 7 between 40 and 50 
years, and in 15 past 50 years. The condition is rare in 
females owing to the anatomic differences. Of the series 
of 63 cases but 8 were in women. The right inguinal is 
the variety of hernia in which the cecum is most likely to 
be found, 44 cases of his series being of this nature, 
while 6 were right femoral, 6 left inguinal, and a single 
case left femoral. The congenital cecal hernia was 
thought to be more easily accounted for than the acquired 
variety; by the fact that in fetal life the cecum is not 
firmly fixed in the right iliac region and has been proven 
to possess some fibrous and muscular attachments to the 
testicle. Hence, in the descent of the testicle, the cecum 
or appendix is liable to be brought down with it. From 
a study of the present series of cases it would seem likely 
that a preexisting hernia of the ileum might act as a pre- 
disposing cause in the acquired cases. It was also added 
that other predisposing causes should be sought in the 
facts that some ceca are more movable than others, and 
that some are also of comparatively small size. That 
these conditions coexist is shown by Treves, who has 
demonstrated that when the cecum fails to become fixed 
in its normal situation it usually is of smaller size than 
normal. The idea that the sac of a cecal hernia is often 
deficient or absent is no longer tenable, and in very few 
of the reporter’s cases was the sacincomplete. As tothe 
condition of strangulation: of the 63 cases 28 were 
strangulated, and only 12 were reducible on account of 
adhesions, which were often so dense that reduction was 
impossible. Complicating disease of the appendix was 
comparatively rare, never being noted except when this 
part of the gut was the sole occupant of the hernial sac; 
in such cases the process was usually far advanced. The 
relative infrequency of appendical complications, noted by 
Gibbon, differs from the views of other observers with 
whom a much larger percentage of appendix inflamma- 
tion is generally reported. In the speaker’s series, for- 
eign bodies were found in two instances, and perforation 
existed in five cases. As to the diagnosis of cecal her- 
nia, it can be only positively made when the appendix can 
be felt by palpation; this may be readily done in young 
children and in the aged, in which the coverings of the 
hernia are thin. The hernia is usually of large size when 
the cecum is contained in the sac. Concerning the treat- 
ment of the condition, Gibbon is inclined to be governed 
by the same operative rules applicable to other herniz, 
except when the appendix is known to be in the sac, and 
will, in all probability, give rise to strangulation and be- 
come itself diseased. In such instances the removal of 
the appendix will depend upon its condition, and the atti- 
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tude of the operator will be governed by the general 
question of its removal. 

Jiirgensen’s sign, a usually pathognomonic sign of mil- 
iary tuberculosis, was faithfully simulated in arecent case 
reported by Hamill before the College of Physicians, in 
which the condition was later proven not to have been 
miliary tuberculosis, although it was at first so consid- 
ered. Hamill’s patient, after a period of pyrexia and de- 
lirium, developed suspicious pulmonary signs, and later on 
a friction fremitus over the lungs which corresponded 
characteristically to the description given by Jiirgensen to 
the sign produced by the rubbing together of fine sub- 
pleural tubercles and the costal pleura. Subsequent de- 
velopments in the clinical history of Hamill’s case, how- 
ever, proved that the sign had been misleading. 

A case of parasitic chyluria, due to infection by the 
filaria sanguinis hominis, was recently reported to the 
College of Physicians by T. H. Dunn. The case, so 
Dunn claimed, was indigenous to this locality, the pa- 
tient having always lived in the immediate vicinity of 
Philadelphia. The chief symptoms noted were paroxys- 
mal attacks of cephalalgia, gastro-intestinal disturbances, 
and periods of anuria. Following these periods of anuria, 
which occasionally continued as long as two days and a 
half, the patient’s urine became chylous, albuminous, and 
fatty, and contained, in addition to granular leucocytes 
and red blood-cells, numbers of actively motile embryos 
of the filaria sanguinis hominis. A casual relation be- 
tween the infection by mosquitoes, and the present case 
was deemed not improbable. It may be recalled that in 
1896 F. P. Henry reported in the MEDICAL NEWS a case 
of filarial infection in this city in which the blood of the 
patient was rich in embryos of the filaria nocturna. 
Henry's patient was not, however, a native of Phila- 
delphia, having come to this city from South Carolina, 
where instances of filariasis are not unknown. It may 
be interesting to note that in this case of Henry’s the 
filarial infection is still active without deleterious effects 
on the health of the patient. Your correspondent re- 
cently had an opportunity to examine the blood of this 
patient several times, and found without difficulty the em- 
bryos of the parasite, though the number of filariz was 
less than at first reported, two years ago. 

Extensive alterations in the buildings of the Medico- 
Chirurgical College are to be made this spring for the pur- 
pose of erecting additions to be used as a college of 
pharmacy, soon to be established by this institution, and 
also for dispensary purposes. A number of buildings ad- 
joining the present college have been purchased by the 
trustees, and will be torn down at the close of the present 
term, in May, to make room for the improvements. This 
move on the part of the ‘‘Medico-Chi” puts it in possession 
of the entire front of the block on Cherry Street from Sev- 
enteenth to Eighteenth Street, 

The authorities of the Eastern Penitentiary in this city, 
one of the largest penal institutions in Pennsylvania, are 
urgently demanding State care of the criminal insane in a 
Separate place of confinement especially devoted to this 
purpose. General insane hospitals will not answer for in- 
sane criminals, they argue, and their reasoning seems 





sound when one recalls the fact that of seven so-called in- 
sane criminals removed last year from the Eastern Peni- 
tentiary to the Norristown Hospital for the Insane, by order 
of the Court, three were sane enough to effect their escape, 
and one received fatal injuries, in attempting to escape, 
three days after his arrival. The Legislature is to be asked 
to at once remedy this defect by establishing a separate 
prison building at the Eastern Penitentiary for the use of 
the insane criminals confined inthis prison. This class is 
the most dangerous element in prison life, and it is neces- 
sary that their segregation from the rest of the prisoners be 
effected without delay on account of the overcrowded con- 
dition of the penitentiary. 

The number of deaths in this city for the week ending 
March 12th was 464, a decrease of 16 from those re- 
ported last week. Of the total number of deaths, 177 
were of children under 5 years of age. There were 88 
new cases of enteric fever, with 7 deaths; 76 cases of diph- 
theria, with 19 deaths, and 73 cases of scarlet fever, with 2 
deaths. 


OUR BERLIN LETTER. 
[From our Special Correspondent.] 

THE ‘‘ LONDON TIMES” ON THE PRIVAT-DOCENTS AND 
PROFESSOR VIRCHOW—DISCUSSION AS TO THE VALUE 
OF KOCH'S NEW TUBERCULIN AT THE CHARITE— 
EASTER VACATIONS AND THE GERMAN MEDICAL 
AND SURGICAL CONGRESS—OESTREICK ON THE 
ANATOMIC BASIS OF SOME HEART CONDITIONS. 

BERLIN, March 10, 1898. 

THERE has been some little amusement in medical cir- 
cles in Berlin lately over an almost unaccountable mistake 
in Zhe (London) 7émes. One day last week an editorial 
in this paper discussed the question of the new law with 
regard to Privat-docents at the German univerities in a 
very masterly way. The obvious advantage of thorough 
freedom of teaching and the assurance it gave of unham- 
pered evolution of new ideas in social and political sci- 
ence, sciences in which above all an untrammeled en- 
vironment is a necessity to development, was pointed out. 
Some of the readers of the MEDICAL NEws will remem- 
ber somewhat similar views expressed in this column some 
weeks ago. 

The editorial in the 7¢m#es was opportune, and, as the 
representative of the best conservative English opinion, 
carried a good deal of weight here, and was very widely 
read. One of the salient facts pointed out was that the 
greatest German professors, the representatives of what 
is best in German educational life, were thoroughly op- 
posed to any measure that would tend to make the 
younger men in the universities too dependent upon gov- 
ernmental or political influences. Among others, the 
great Virchow, and here was the joke of the matter, ‘‘the 
universally known professor of physiology at the Univer- 
sity of Berlin,” was outspoken in his opposition to the pro- 
posed law. 

Thackeray defined glory somewhere as ‘‘being 
wounded severely in battle to-day and having one’s name 
spelled incorrectly in the next day's gazette.” A great med- 
ical reputation would seem to be no more sacred from the 
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desecration of carelessness. One scarcely expects, how- 
ever, to find the supposedly omniscient leader-writers of 
the great ‘‘ Thunderer”’ making such egregious errors as 
this, and metamorphosing, without even by your leave, 
the father of modern pathology, into a professor of physi- 
ology. ; 

The last two meetings of the hospital staff of the 
Charité (which constitutes a sort of medical society with bi- 
weekly meetings) have been occupied with a discussion of 
Koch’s new tuberculin—tuberculin R. In April it will be 
a year since the authoritative publication of the new 
method and announcement of the remedy. Some definite 
conclusions, it would seem, might be reasonably expected. 
The drift of opinion was all against the tuberculin R and 
most of the clinicians did not hesitate to compare it to 
the old tuberculin in its effects, and some of them, in its 
possible dangers. 

Dr. Huber, an assistant in Professor Leyden’s clinic, 
has attempted to immunize animals in the way in which 
Koch immunized the animals which served as the basis 
for his conclusions in his last communication, but utterly 
failed. The experiments seem to have been carefully car- 
ried out, the dosage of tuberculin was exact and suf- 
ficent, and the observations numerous enough to do away 
with the idea that perhaps coincidence played a rdle in 
the results obtained. Yet he failed to get the desired 
immunity. The full details of the experiments are to ap- 
pear in the next number of the Zedtschrift fur klinische 
Medizin of which Professor Von Leyden is the principal 
editor. After supposed immunization all the animals died 


when inoculated with tuberculous material, and interest- 
ingly enough, most of them before the control animals 
inoculated with the same material at the same time. 

In Professor Von Leyden’s clinic there has been abso- 


lutely no success with the new tuberculin. Patients ac- 
quire an immunity to reaction from the tuberculin itself, 
but no curative effects on tuberculous deposits were 
noted. At times some improvement occurred, but there 
was never complete disappearance of any physical signs 
of the disease which had been previously noted. In pa- 
tients with fever even Koch himself does not recommend 
it, and there is no doubt that it can, and often does, do 
harm in such cases. 

Non-tuberculous patients may react to even small 
doses of tuberculin R, so that the employment of any 
such reaction as a sign of the presence of a tuberculous 
process in a given case is said here to be utterly delusive. 
The conclusion of the experience in the medical clinic is 
that it is not a specific. Therapeutically it is no better 
than other forms of treatment which are not near so 
costly, and not near so worrying to the doctor; for in no 
case can this treatment be employed except under a doc- 
tor’s immediate supervision. These conclusions are 
shared by the workers in Professors Gerhardt and Sen- 
ator’s clinics. 

Even Professor Frankel, the throat and nose specialist, 
who on the strength of some lupus and laryngeal cases 
in which at first improvement seemed very rapid, was for 
some months an advocate of the new treatment, now ad- 
mits that it is practically no better than many other forms of 





treatment for these affections, that it often fails to pro- 
duce a change in the course of the disease, and never 
produces radical cure. Only Professor Briger, Professor 
Koch’s assistant in the Institute for Infectious Diseases, 
makes any claims as to the value of the tuberculin treat- 
ment. The history of the second tuberculin forms an in- 
teresting commentary on the enthusiastic reception of the 
first. Here it has had practically the effect of de- 
stroying faith in all so-called specific remedies for tuber- 
culosis. Constitutional treatment, especially such as can 
be given in favorably situated, specially arranged con- 
sumption hospitals, is now the only method receiving any 
attention. 

With the first of March the University closed for the 
Easter vacations. The semester is supposed to begin 
October 15th and end March 15th, but fifteen days of 
grace, corresponding to the academic fifteen-minutes’ grace 
always taken before a lecture, is allowed the lecturers at the 
beginning and the end of each semester. The summer 
semester is supposed to begin April 15th, and will really 
get under way May 1st, so that after about three and 
one third months of work (not counting the twenty days 
vacation at Christmas) there comes a solid break of two 
months in the regular work of the year. This is taken 
advantage of by many to do special work, but for most it 
must be just vacation in the ordinary sense of the word. 
The summer semester is supposed to end July 15th and 
really closes July 1st, while there is fully a week free at 
Penticost, so that a German medical year 1s absolutely 
only five months of required attendance at lectures. Our 
American course with four years, each of almost eight 
solid months of work, is not so far behind in require- 
ments as is usually and at times a little sneeringly re- 
marked over here. 

German doctors take advantage of the freedom of the 
University men to hold the annual congresses in medicine 
and surgery. The German is essentially an animal soczale 
and is rather ready to attend meetings of almost any 
kind. Meetings of medical societies, notwithstanding 
their frequency, are magnificently attended. The Berlin 
Medical society has five hundred to eight hundred mem- 
bers at its meetings every Wednesday night and the so- 
ciety for Internal Medicine, two hundred to three hun- 
dred every Monday night. Needless to say that the 
congresses are well attended. 

The medical meeting to be held this year from April 
13th to 16th at Wiesbaden promises to be of universal in- 
terest. Professor Von Ziemssen of Munich and Professor 
Von Jaksch of Prague, who may be taken to fairly repre- 
sent the old and the young among the great German 
professors, are to open the discussion of the methods to be 
employed in the clinical teaching of medicine. Professor 
Miiller of Marburg, a colleague of Professor Behring’s, 
and Professor Brieger of Berlin, whose work in bacteri- 
ologic chemistry is well known, are to read papers on 
auto-intoxication and intestinal antisepsis. Professor 
Schott of Nauheim, whose method of treating chronic 
heart disease has of late years attracted so much attention, 
is to talk on the treatment of muscular affections of the 
heart. 
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The Annual German Surgical Congress is to meet at 
Berlin at the same time as the Medical Congress in Wies- 
baden, and while its program has not yet been defi- 
itely announced, some hints of what are to be interest- 
ing features are known. The question of the use of 
gloves at operations will be discussed, and probably favor- 
ably; operative interference in heart wounds will be advo- 
cated, while performance of radical ear operations for 
chronic purulent otitis media will be discouraged except 
when these are urgent symptoms. 

An interesting article on ‘‘Some Mechanical Factors 
Which Influence Pathologic Conditions in the Heart Mus- 
cleand Valves” occurs in the last number of Vérchow's 
Archivs, from the pen of his assistant, Dr. Oestreick. 
Some two years ago this author's article on fragmentation 
of the myocardium attracted a good deal of attention, and 
its conclusions were very generally accepted in Germany. 
French clinicians still insist that it is in their realm and may 
be diagnosticated and yet recovery follow. Unfortunately 
the diagnosis has not been confirmed by autopsy often 
enough to make the interesting symptom-complex sketched 
for it of much practical importance. 

Dr. Oestreick’s present article, besides interesting de- 
scriptions of the pathologic appearances of pure mitral 
stenosis and mitral insufficiency in actual specimens (some 
clinicians and pathologists deny their existence), discusses 
the question of dilatation from a new standpoint. The 
muscle of the whole ventricle or auricle does not dilate 
equally under the strain put upon it, but certain parts are 
more protected because of papillary and trabecular origins 
in them, and so suffer less. Then to, when the blood 
stream, owing to the contraction of the mitral orifice, for 
example, and the hypertrophy of the auricle, is forced ina 
narrow-pointed stream seventy times a minute against 
a particular part of the wall of the ventrical, a mechan- 
ical factor to which not much attention has been paid here- 
tofore, is brought into play in the production of atrophic 
patches of muscular tissue. These atrophic spots under 
these circumstances become the so-called aneurisms of 
the heart. Dr. Oestreick thinks these impossible to diag- 
nose clinically, since even post-mortem they easily escape 
notice. Young clinicians will, however, I suppose, still 
presume on the diagnosis. The whole article is extremely 
suggestive, and shows that there is still room for new 
work in so old a field as the heart. 


TRANSACTIONS OF FOREIGN SOCIETIES. 
London. 


OBLITERATIVE ARTERITIS — PERIPHERAL NEURITIS 
FROM ARSENIC—AN OPERATION FOR CHRONIC UL- 
CER OF THE LEG—IMMUNITY AND LATENCY AFTER 
OPERATIONS FOR REPUTED CANCER OF THE 
BREAST—SOME REMARKS ON RECTAL SURGERY— 
EMERGENCIES OF ANESTHESIA, 


AT a meeting of the Clinical Society, January sah 
SPENCER exhibited a man, twenty-seven years of age, 
suffering from obliterative arteritis. The first symp- 
toms appeared during August, 1897, in the left leg, and 
amputation for gangrene was soon required. The 





femoral artery was found to be obliterated. After this 
the disease remained stationary. This case was similar 
to that reported by Gould during 1884, in which the dis-, 
ease came to a standstill after progressing for about three 
years. 

COLMAN exhibited a case of peripheral neuritis 
caused by arsenic, occurring in a girl aged twelve years, 
who had been given arsenic for chorea. She had received 
15 minims of liquor arsenicalis (Brit. Ph.) three times daily | 
during several weeks. At the close of the treatment the 
chorea was apparently perfectly cured. Two weeks after 
the use of arsenic had been discontinued the patient com- 
plained of weakness and tingling of the leg, soon fol- 
lowed by ankle-drop, and later, by paralysis of all 
muscles below the knees, with well-marked reaction of 
degeneration. There was also some weakness and di-. 
minished faradic reaction of the extensor muscles of the 
forearm. The patient was placed in bed and treated by 
massage and galvanism, and is now rapidly recovering. 
The case is interesting as showing that heroic doses of, 
arsenic, so often used in chorea, are not without risk. 

WALLIS showed a man upon whom he had operated for 
ulcer of the leg by making incisions at some distance from 
the edges of the ulcer, raising the strips of skin, dissect- 
ing out the ulcer with its base, and bringing the two lat-, 
eral skin-flaps together in the middle, thus leaving for 
granulation two distinct wounds in healthy tissue. These 
were later covered with Thiersch grafts. Both the ulcer 
and the lateral incisions completely healed. 

At the meeting of January 28th, HERRINGHAM read a 
paper on sudden death in acute rheumatism. A girl, 
aged sixteen years, suffering with a first attack of rheu- 
matic fever, many joints being involved, grew gradually 
worse, and then suddenly died. An autopsy revealed 
edema of both lungs and fatty degeneration of the walls 
of the left ventricle, with much increase of the cells in the 
interstitial connective tissue—that is to say, acute myo- 
carditis. This acute change in the heart is probably the 
usual cause of the few cases of sudden death from acute 
rheumatism. Suspicion should be aroused if with cyano-, 
sis, for which there appears no sufficient cause in the 
lunes, there is considerable pain in the epigastric or pre- 
cordial regions. 

MACLAGAN said that he never gave salicylate of soda 
in cases of rheumatism in which he suspected involve- 
ment of the heart, but preferred to give salicin, as it has 
been stated that the bad effects which sometimes follow 
the administration of salicylate of soda are due to the 
presence of impurities in the form of creosotic acid. He 
said that the symptoms, delirium, pain, dyspnea, and 
tendency to cyanosis, were not in themselves proof of a 
genuine inflammatory condition of the cardiac substance, 
but were more probably due to some toxic product of 
rheumatism. 

DUCKWORTH said that he had learned to recognize such 
cases Clinically, and sometimes to avert the attacks by 
proper treatment. He thought that enough attention is 
not usually given to the existence of myocarditis, and to 
the fact that it is the result of the influence of the rheu- 
matic poison. He had seen pericarditis spread into the 
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myocardium, but he had also observed its development 
from endocarditis. He thought that if the myocardium 
became affected salicylate of soda should be either with- 
held or combined with brandy, but under such circum- 
stances he preferred to omit it altogether, and to admin- 
ister in its place iodid of potassium and quinin. 

At a meeting of the Royal Medical and Chirurgical So- 
ciety of January 25th, SHIELD read a paper on zmmun- 
ity and latency after operations for reputed cancer of 
the breast. Every surgeon of experience, he said, is able 
to quote notable exceptions to the generally received rule 
that rapid recurrence is invariable after operations for can- 
cer of the breast. An investigation into the subject led him 
to believe that even the old or incomplete operation does not 
give as universally bad results as is generally stated. In 
some of the cases in which life had been longest pre- 
served it was remarkable that local recurrences had been 
removed one or more times. Some of the best results ob- 
tained must be due to a peculiarity of the growth 
or of the individual, rather than to the character of the 
operation. Shield mentioned eighteen cases occurring in 
private practice, the post-operative histories of which he 
had been able to follow, in which there had been no re- 
currence after ten years. In none of them was the so- 
called complete operation performed. 

The analysis of seventy-two cases by Bryant showed that 
in eighteen per cent. the patients lived from five to ten years 
or longer after operation. It was noticeable that recurrence 
rarely took place in the axilla, but usually below it, or in 
the scar. Hence, he always explored the axilla, but did 
not clear it out unless there was positive evidence of the 
presence of malignant disease. In eight cases of recur- 
rent carcinoma he had known cutaneous tubercles to per- 
sist for six months and then disappear without treatment. 
Formerly he considered such tubercles disseminated new 
growths, but, in the light of his experience, a surgeon 
need not hesitate to remove a distinct recurrence of the 
cancer, even though cutaneous nodules are present. 

BARWELL spoke of late recurrence of cancer. In one 
case the disease recurred seven years after operation, and 
in another sixteen years after. In his opinion, granular 
infection is less apt to occur when the disease is on the 
sternal side of the breast. He also said that recurrence 
is less likely to follow in the scar if healing is prompt. 

At a meeting of the Medical Society, January 24th, 
BRYANT made some remarks on rectal surgery. He la- 
mented the fact that practitioners so readily accept, with- 
out examination, a patient’s diagnosis of piles. By such 
carelessness many trivial cases pass into a serious chronic 
condition. During examination the patient should lie in 
the Sim's position on the edge of a bed or couch. Bryant 
advocated an early incision of abscesses in the anal re- 
gion in order to relieve pain and prevent deep burrowing. 
Before opening the abscess the surgeon’s finger should be 
passed well into the rectum so as to press the abscess 
cavity out toward the skin of the perineum. After being 
freely opened the cavity should be irrigated with iodin 
water. It should not be packed with gauze, as it is de- 
sirable that its walls should at once adhere. A small slip 
of gauze should be placed in the incision in the skin. The 





same principle of dressing applies to fistulz, which should 
be thoroughly opened and well scraped. The bowels 
should be kept open, but the stools should not be liquid, 
for liquid stools are apt to excoriate, and are more painful 
than pultaceous ones. 

GOODSALL said that in ninety per cent. of all cases of 
disease of the rectum and anus the affection is situated in 
the first two inches of the bowel, and may be missed if 
the finger is introduced too far. A T-shaped incision into 
an ischiorectal abscess gives the patient the best chance of 
avoiding a fistula. EDWARDS said that fifty per cent. of 
the cases of pruritus ani were unassociated with rectal 
disease. Forcible dilatation continued long enough to 
cause temporary paralysis of the sphincter, with scraping 
of the eczematous part, will usually effect a cure. In 
some cases of uncomplicated piles he preferred the injec- 
tion of a 1-to-5 solution of carbolic acid in glycerin to 
any other mode of treatment. 

The methods of treatment of the emergencies of anes- 
thesia were discussed at the Society of Anesthetists, Jan- 
uary 20th. The various measures usually employed fall 
under one of six heads: (1) Those which excite respira- 
tion by external irritation, ¢. g.- cold to the epigastrium 
or ammonia to the nostrils. (2) Those which excite respi- 
ration by mechanical means, ¢. g.: rhythmic traction of 
the tongue (Laborde) or dilatation of the sphincter ani; 
(3) stimulation of the heart by mechanical and electrical 
means, including acupuncture; (4) artificial respiration; 
(5) measures counteracting circulatory failure; by ¢. ¢., 
amyl nitrite, strychnin, atropin, etc. Hot and cold ap- 
plications to the skin and precordial percussion were ad- 
versely criticised. The influence of posture on the circu- 
lation was said to be not clear at present, probably a 
good deal depending upon the degree of arterial tone and 
the influence exerted by gravity. In circulatory failure in- 
version and pressure over the abdomen were recommended. 
BOWLES said that in cases of pus or blood in the pleura, 
for instance, empyemia—patients should be placed with the 
affected side down and the Silvester method employed with 
one arm only, the supine posture being carefully avoided. 


SOCIETY PROCEEDINGS. 


THE NEW YORK ACADEMY OF MEDICINE.— 
SECTION ON LARYNGOLOGY AND RHIN- 
QLOGY, BEFORE THE ACADEMY. 


Stated Meeting, Held Thursday, March 3, 1898. 
THE President, E. G. JANEWAY, M.D., in the Chair. 


A MEMORIAL ADDRESS ON THE LATE JOSEPH 
O’DWYER, M.D., 
was read by DR. WILLIAM P. NORTHRUP. 

Joseph O'Dwyer, M.D., the inventor of intubation, 
died at his home on Lexington Avenue, New York City, 
January 7, 1898, in the fifty-seventh year of his age. He 
was born October 12, 1841, in Cleveland, Ohio; spent 
his boyhood near London, Ontario, in which city he re- 
ceived his early education, and took his first studies in 
medicine with Dr. Anderson: He attended lectures at 
the New York College of Physicians and Surgeons in 
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1864, and was graduated from this institution in 1866. 
Just at this time the staff of the Charity Hospital on Black- 
well’s Island was made a separate body, and, after a com- 
petitive examination in which Dr. O’Dwyer stood first, he 
was appointed sanitary superintendent of the institution. 
Shortly after his assumption of duties there an epidemic of 
cholera broke out in the workhouse, and Dr. O’Dwyer 
contracted the disease in the performance of his duty. 
His recovery was complete, without complication or 
sequela. 

1868-9 Dr. O’Dwyer was appointed examiner of pa- 
tients applying for admission to hospitals under the con- 
trol of the Board of Charities and Correction, and about 
this time he opened an office with Dr. Warren Schoon- 
over on Second Avenue, between Fifty-seventh and Fifty- 
eighth Streets, where he began an extensive obstetric 
practice, ultimately reaching the number of 3000 cases. 

In 1872 Dr. O'Dwyer moved to Lexington Avenue 
near Sixty-fifth Street, in close proximity to the New 
York Foundling Asylum, which had likewise moved up- 
town, and was about to open its new building, with 
which he became connected, together with Drs. Reynolds 
and J. Lewis Smith. From 1873 to 1880 tracheotomy 
was on trial in this institution, but met with no success. 
In 1880 Dr. O’Dwyer ‘‘began thinking” on croup and 
some method for providing a channel for the passage of 
air and secretions through the larynx without the compli- 
cation of an open wound. How to hold apart the swollen 
false and true vocal cords until the disease should run its 
course and the stenosis be relieved was his first thought. 
The most natural resource was a skeleton wire spring. 
This, however, soon gave way to a small bivalve specu- 
lum formed on the model of a bivalve vaginal speculum, 
and fitted with a spring to force the two valves apart 
when placed in position. This laryngeal spring or specu- 
lum served to keep the air-passages open, but had im- 
portant faults. The space between the open valves al- 
lowed the swollen mucous membrane to crowd in, and 
ultimately cause a recurrence of the stenosis. If the 
spring was too weak, it would not separate the blades; 
if too strong, it caused ulceration from pressure. The 
mouth-gag had not been devised at this time, but.a shield, 
consisting of two metal discs about the size of a silver 
quarter of a dollar, bent to fit the proximal phalanx, and 
held together with rubber elastic bands, was worn on the 
index-finger of the left hand. 

The first intubation recorded at the New York Found- 
ling Asylum is as follows: 

“October 21, 1882. Dr. G. M. Swift, House Physician. 
Female, aged four years; severe croup, pseudomem- 
brane in pharynx; dyspnea urgent; temporary asphyxia 
relieved at 1:40 A. M., by introduction into the larynx by 
Dr. O'Dwyer of one of his ‘‘springs.” Eight hours later 
the spring was removed, and the child again became as- 
phyxiated. Tracheotomyand death. Autopsy: Pseudo- 
membrane in pharynx, larynx, and bronchi down to the 
finest bronchioles, continuous, tenacious, and the thick- 
ness of wet blotting-paper.” 

In this and two other cases two points had been dem- 
onstrated: First, that the larynx would tolerate a tube; 
and, second, that air could gain entrance and the secre- 








tions find exit. Dr. O’Dwyer’s only idea at this time was 
to temporarily keep a channel open for the short distance 
between the false vocal cords and the beginning of the 
trachea. The bivalve laryngeal speculum or spring, with 
all its faults, had one recovery to its credit—the first case 
of membranous croup which had recovered after opera- 
tion during the thirteen years of the existence of the 
Foundling Asylum. 

After three years of experiment the idea of accomplish- 
ing the desired result with a bivalve laryngeal speculum 
was abandoned, and, after some time spent in studying 
the healthy larynx and the larynx swollen and lined with 
pseudomembrane, Dr. O'Dwyer appeared one day in the 
dead-house with a tube—a tube longer than the specu- 
lum, narrow, oval or flattened laterally, and having a col- 
lar at its upper end. The first mention of a ‘‘tube” oc- 
curs in a recorded history in the dead-book, April 25, 
1894, ‘‘Dr. O'Dwyer put in a ‘tube’ at night; dysp- 
nea relieved, breathing fairly good until death occurred 
sixteen hours later.” A foot-note in connection with 
this case states that the question whether the lungs 
were collapsed or pneumonic was of much interest to Dr. 
O’Dwyer. He and Dr. J. H. Ripley discussed this 
question at great length, Dr. Ripley contending that 
the lungs in such cases did not show pneumonia, but 
rather were collapsed. Dr. O’Dwyer was much pleased 
with the relief afforded by this tube for sixteen hours, 
and with the fact that it was not coughed up. 

The second case in which the tube was employed re- 
sulted in recovery. The patient was a girl four years 
of age, who shut her teeth tightly upon the metallic 
shield upon the finger and imprisoned the Doctor until 
chloroform relaxed her jaws. A new need was pre- 
sented by this case, and this led to the invention of 
the mouth-gag, but new difficulties were still to be met. 
The tube contained a little slit into which the extractor 
hooked when the tube was removed, and into this slit 
the mucous membrane likewise hooked and held fast, thus 
causing damage to the soft tissues when the tube was 
withdrawn, so the slit had to be dispensed with. The 
tubes were also made longer to reach to the bifurcation so 
that they would not be coughed up, as had happened up 
in this time in some instances. Then a second shoulder 
was made below the point of contact of the vocal cords, 
with an abrupt shoulder above and a vanishing wedge 
below, the cords resting in the space between the should- 
ers.. The head of the tube was blunt, rounded, and of 
odd shape. This tube remained in position too well, and 
it was almost impossible to get it out, so it was aban- 
doned. Then came a long period of thinking, of measur- 
ing larynges, of modeling putty on the middle of tubes 
and putting them into specimen larynges, and of taking 
plaster casts. The result at last came in the form of the 
retaining swell—a fusiform enlargement of the middle 
portion of the tube lying within the trachea. To avoid pres- 
sure and ulceration at the base of the epiglottis, within 
the cricoid ring, and where the lower end of the tube 
rested, a backward curve was given to the upper portion 
of the tube, and its lower end was thickened and rounded 
off. Finally, the tubes were made of much smaller cal- 
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iber. To-day the perfect intubation-tube is made of hard 
rubber. Lime salts do not form upon it; it does not cor- 
rode or require replating; it can be easily boiled and 
disinfected, and can be indefinitely worn without the 
necessity of frequent removal. 

Two years after intubation was given to the public, and 
half a year after the first ovation to its inventor at the In- 
ternational Medical Congress in Washington, Mrs. 
O’Dwyer died. It is not difficult for those who knew the 
man to understand how much he needed all which is com- 
prehended in the word ‘‘home.” He was a retiring man, 
of few words, sensitive, conscientious, diffident, always 
thinking. A congenial home atmosphere was the one 
thing necessary to a man of his disposition, and his wife 
was of the kind to produce that congeniality, for she was 
hopeful, sympathetic, encouraging, and absolutely de- 
voted tohim. He felt her death keenly. 

If I were asked what most contributed to Dr. O’Dwyer’s 
medical excellence, I would say his habit of thinking and 
his good logic. He had a good medical mind, good med- 
ical judgment—that quality which allows a man to grow 
after the age of forty. To the New York Foundling Asy- 
lum, with which Dr. O’Dwyer was connected for twenty- 
five years, he was everything; to the maternity service he 
was the expert obstetrician; in intubation he was the 
teacher; in general service his was the constant consult- 
ing mind; to the Sisters of Charity he was the physician, 
the friend, the general regulator of the household. All 
adored him. 

What the world knows of Dr. O’Dwyer is his genius 
as an inventor, his achievement in adding a great opera- 
tion to the equipment of the profession and thus making 
the most conspicuous real contribution to medical progress 
within the last fifty years. This the world knows and has 
acknowledged. To us there is another and a pleasant 
duty—to testify that with this genius there was all that 
goes to make a man. His home life, his religious life, 
his civic life, his professional relations with both col- 
league and patient, his hospital relations were such as 
befit a high-principled man. As highly as we esteem 
him as an inventor and genius and practitioner of wide 
knowledge, as much as we valued his superior medical 
judgment, we would write upon the monument of his 
achievements, ‘‘O’Dwyer, the Man.” 

Dr. WILLIAM K, SIMPSON then read a paper, en- 
titled 

INTUBATION IN DIPHTHERIA (see page 353). 

Dr. CHARLES H. KNIGHT followed with a paper on 
INTUBATION IN ACUTE NON-DIPHTHERITIC STENO- 
SIS OF THE LARYNX (see page 357). 

Dr. D. BRYSON DELAVAN closed with a paper on 
INTUBATION IN CHRONIC STENOSIS OF THE LAR- 
YNX (see page 360). 

DISCUSSION. 

Dr. H. W. BERG: I have seen a number of ‘cases in 
which intubation was employed, and in some instances, 
in which the tube was withdrawn after it had been 
worn four, five, or six days, it has been necessary to 
reintroduce it. A second and third removal of the tube 





was followed by such severe dyspnea that reinsertion 
was necessary, and in this way the patient has gone 
on wearing the tube weeks and months, and, in one 
case which I recall, the months became years. Two of 
these cases were seen by Dr. O'Dwyer, who thought this 
due to cicatricial contraction or to adhesions produced by 
ulceration at the upper border of the cricoid cartilage. It 
seemed to me that the trouble was due to paralysis of the 
vocal cords caused by pressure upon them, but Dr. 
O'Dwyer did not agree with me. Some authorities at- 
tribute this condition to the general paralysis which often 
follows diphtheria, but it is hardly probable that a post- 
diphtheritic paralysis would affect only the muscles of the 
throat. The cause and treatment of this inability to 
breathe without the tube is still an unsettled question. 
Dr. O’Dwyer himself tried removing the tube for a few 
minutes at a time in these cases, but with little success, 
Then the insertion of a smaller tube was tried, but this 
was generally coughed up by the patient. The condition 
is still but little understood, and forms an_ interesting 
problem which as yet awaits solution. 

Dr. SIMPSON: Dr. O’Dwyer, I think, attributed the 
inability to do without the intubation-tube after its pro- 
longed use to loss of the cricoid cartilage. He quotes a 
case in which autopsy showed entire loss of this cartilage. 
I think all the points mentioned by Dr. Berg are thor- 
oughly discussed in Dr. O’Dwyer’s book. I agree with 


the speaker that this Section might well make this sub- 
ject a matter of study. 
A very handsome collection of gold- and silver-plated 


and wire tubes, showing the evolution of the tube from a 
one-inch ‘‘spring” to the present perfect rubber tubes, to- 
gether with the mouth-gag, extractor, and other instru 
ments employed in intubation, was exhibited. Theseand 
the case containing them were presented to the Academy 
of Medicine by Mr. George Ermold, the instrument- 
maker, who for years made the tubes for Dr. O’Dwyer. 


REVIEWS. 


MANUAL OF PATHOLOGY, INCLUDING BACTERIOLOGY, 
THE TECHNIC OF POST-MORTEMS, AND METHODS 
OF PATHOLOGIC RESEARCH. By W. M. LATE Cop- 
LIN, M.D., Professor of Pathology and Bacteriology, 
Jefferson Medical College, etc. ; being a second edition 
of the author's ‘* Lectures on Pathology.” Rewritten 
and enlarged. Philadelphia: P. Blakiston, Son & Co., 
1897. 

THE author has revised and enlarged his ‘‘ Lectures on 
Pathology” written three years ago, and in the volume 
before us has attempted to give to the student in pathology 
all the more important facts pertaining to laboratory 
technic. Most of the essential data which a ‘student 
should know are touched upon, to some is given consid- 
erable attention, while others receive but a passing men- 
tion, and as a result the work is not as complete and sat- 
isfactory as some others which have recently appeared. 

The book is divided into three parts. Part I. includes 
post-mortem examinations, histologic methods, and the 
technic of urine, sputum, and blood examinations. Parts 
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II. and III. are devoted to general and special pathology, 
respectively. 

' The directions for making a post-mortem examination 
of the brain occupy but half of one page, and are by far 
too superficial for the beginner. Under histologic methods 
only two stains are mentioned, vez., Grenacher’s borax- 
carmin and Delafield’s hematoxylin. These are all very 
well for ordinary routine work, but in a book of more than 
600 pages one has a right to expect more than this. 

The chapters on special and general pathology are more 
satisfactory, but we are amazed to discover that diseases 
of the entire central nervous system have been omitted. 
If this be an oversight it is a serious one indeed. 

The book is fully illustrated, many of the reproductions 
from drawings being especially well executed. At the 
end of each chapter is a list of questions directed to the 
student on the preceding text. An alphabetic index of 
illustrations has been introduced. We trust that in a 
future edition the few omissions noted will be supplied, 
for as the books stands we cannot unhesitatingly recom- 
mend it as a complete manual for students’ use. _ 


PATHOLOGICAL TECHNIQUE. A PRACTICAL MAN- 
UAL FOR THE PATHOLOGICAL LABORATORY. By 
FRANK BURR MALLORY, A.M., M.D., Assistant 
Professor of Pathology, Harvard University Medical 
School; Assistant Pathologist te the Boston City Hos- 
pital, etc. ; and JAMES HOMER WRIGHT, A.M., M.D., 
Director of the Laboratory of the Massachusetts Gen- 
eral Hospital; Instructor in Pathology, Harvard Uni- 
versity Medical School. With 105 illustrations. Phila- 
delphia: W. B. Saunders, 1897. 

IT would be difficult to find a better example of the 
progress made in laboratory technic during the last dec- 


ade, than to note the rapidity with which new books on 


this subject have appeared. We have had great satis- 
faction in reading this latest addition to the subject, and 
we feel convinced that a book written on such a high 
scientific plane and at the same time in so practical a 
manner will be welcomed as a helpful guide to all labor- 
atory workers, 

The book is one of 397 pages, including the index. It 
is well printed on heavy paper, and is supplied with many 
excellent illustrations, some of which are in colors. We 
cannot review all the sections in detail and must confine 
ourselves to the general plan of the book. 

Part I. is devoted to post-mortem examinations, and 
most of the drawings are borrowed from Nauwerck’s ad- 
mirable work, but are poorly reproduced and much dimin- 
ished in size. The customary directions for performing 
autopsies are clearly stated, and many valuable hints to 
beginners are given. Part II. is taken up with bacteri- 
ologic examinations, and includes a description of bacteri- 
ologic apparatus, culture media, methods of obtaining 
pure cultures, the inoculation of animals, staining methods, 
and a short description of the commoner forms of micro- 
organisms, At the end of this section is a chapter on 
clinical bacteriology which contains many useful hints for 
advanced workers as well as students. The authors 


claim that Léffler’s blood-serum is the best medium for 








the routine examination of all bacteria, and a simplified 
method for its preparation, by which the tedious fractional 
sterilization is dispensed with, is given. In staining for 
flagella by the Léffler’s method, we are pleased to note that 
the authors do not consider it necessary to add an acid or 
an alkali to the stain as recommended by Léffler, depend- 
ing on the different species of bacteria. In this section 
of the book, however, there are too many repetitions in 
the preparation of culture media and in the inoculation 
experiments, 

Part III., which deals with histologic methods, is the 
most valuable section of the book, and contains chapters 
on examination of fresh material, injections, fixing re- 
agents, decalcification, embedding, section cutting, stain- 
ing, and examination of the blood, as well as a few hints 
on examination of the gastric content, feces, and urine 
which come within the provinces of the pathologist. 
Weigert’s new neuroglia stain is described for the first 
in any American laboratory manual, we believe. The 
albumin method for fixing paraffin sections to the slide is 
given, but the far better method by distilled water is not 
mentioned. Among the staining methods we are sur- 
prised to find Heidenhain’s iron-hematoxylin missing. 
This is far too valuable a stain to be entirely neglected. 

Only a few defects have been mentioned, for, all in all, 
the work is a good one and the authors have produced a 
book which is bound to receive recognition and take a 
high place among all workers in the laboratory. The one 
chief objection is in the title, and we are more than 
astonished at the substitution of the French ‘‘ technique” 
for the English ‘‘ technic.” This isa blunder which will 
no doubt be corrected in a subsequent edition. 


VADE MECUM OF OPHTHALMOLOGICAL THERAPEU- 
Tics. By Dr. LANDOLT and DR. GyGAx. Phila- 
delphia: J. B. Lippincott Company, 1898. , 

IN their introduction to this little work the authors state, 
as their aim, to put into the hands of the profession in a 
concise form the indispensable facts of special therapeu- 
tics, and ‘‘to give a constant companion, a true friend to 
the busy practitioner and to the student preparing for ex- 
amination.” As far as comprehensiveness is concerned, 
there is little to criticize, as we find no less than 326 
headings between accommodation paralysis, and zona 
ophthalmica. The therapeutic hints are in general, up to 
the mark of modern ophthalmology, as, indeed, we are 
entitled to expect from the reputation of the authors. The 
enumeration of all the varied ocular affections with the. 
corresponding treatment does not preserve the general 
level of excellence. 

In the consideration of accommodative spasm, as in 
that of blepharitis and conjunctivitis, no mention is made 
of the importance of correcting errors of refraction. 
The directions are often exceedingly vague. Thus, 
‘¢36. Cataract. Surgical treatment”; ‘‘132. Hemi- 
apia. Etiologic treatment"; while, in other instances, 
they are decidedly at variance with the best teach- 
ing: as, ‘‘104. Embolism of Central Artery. Repeated 
paracentesis of the anterior chamber”; ‘‘ 129A. Goiter. 
Exophthalmic. Preparations of thyroidin. In severe cases 
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extirpation of the cervical sympathetic”; ‘*138. Hy- 
phema. Paracentesis made at the lower margin of the 
cornea”; ‘293. Staphyloma, total corneal. Tattooing 
or ablation with strict antiseptic precautions.” 

In general it may be said that the suggestions are so 
condensed and abbreviated as to the practically presuppose 
familiarity with all the methods. The entire subject of re- 
fraction error, for instance, is disposed of in less than three 
diminutive pages. Although the little volume contains 
many valuable suggestions, as in the chapter on specific 
treatment and ophthalmia neonatorum, most of the thera- 
peutic procedures would require much additional elucida- 
tion before we could put them into practice. If they are 
to be ‘‘crammed” by the student solely for the purpose 
of enabling him to pass an examination, the volume may 
serve fairly well as a quiz-compendium. For any practical 
purpose it is entirely inadequate. 

As to the ‘* busy practitioner” he had better send his 
eye-cases to a specialist, or prepare himself for their treat- 
ment by work in an ophthalmic hospital. Therapeutics 
cannot be learned by cook-book recipes. 


THE FaT OF THE LAND AND HOw TO LIVE ON IT. 
By ELLEN GOODELL SMITH, M.D. Amherst: Car- 
penter & Morehouse, 1896. 

ADORNED by a portrait of the authoress inserted as a 
frontispiece, this work deals with the virtues of vegetarian 
diet in its first part, emphasizing the frightful sequels of 
the eating of meat. Part I. abounds in much of the 
usual specious argument against the food of fish, fowl, 
and cattle, interspersed here and there with digressions 
on religion, morality, intemperance, and kindred favorite 
topics, Part II. contains directions for preparing vege- 
tarian food, and, as far as the reviewer is able to judge, 
is good. Part III. isa pseudo-scientific harangue em- 
bodying a denunciation of most of what is pleasant and 
good in life, and contains a lament from the author that 
physicians are able to earn a living from the practice of 
their profession. Books of this character are necessary, 
we suppose, in a cosmopolitan civilization, but the neces- 
sity of reading them is a mournful task. 


-A TREATISE ON GYNECOLOGY, MEDICAL AND SUR- 
GICAL. By Dr. S. Pozzi of Paris. Third revised 
edition, Translated by DR. BROOKS H. WELLS of 
New York. One volume, of 950 pages, royal octavo, 
illustrated by over 600 wood engravings. New York: 
William Wood & Company, 1897. 

THE appearance of the first edition of Pozzi’s work on 
gynecology, seven years ago, marked a distinct advance 
in gynecologic literature. The cosmopolitan character of 
the work signalized the author as a man of exhaustive 
research and of judicious appreciation of the work of his 
collaborators throughout the world. The broad spirit in 
which the work was written led the author into rather 
exhaustive discussions of the opinions held by different 
writers and operators with the desire to allow each reader 
the opportunity of forming a personal conviction upon the 
points discussed. Elaborate accounts of the evolution of 
various surgical procedures were also inserted, which 
gave the book a completeness most acceptable to ad- 





vanced specialists. An elaborate bibliography was ap- 
pended to each chapter, which afforded the reader the 
opportunity to consult the original sources of the author's 
information. This completeness necessitated the division 
of the work into two large volumes. The present edition 
is in one large octavo volume. The bibliography of each 
chapter has been omitted, but the other features are re- 
tained. Some of the chapters have been rewritten, and in 
many instances additions have been made. The work still 
stands as an excellent reference book, but is too elaborate 
for the average medical student or the general practi- 
tioner. 
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For Influenza in Children salipyrin is said to be an effi- 
cient remedy. For a child of five years the dose is 4 
grains, and for one of ten years 8 grains, to be adminis- 
tered three times daily. 


For Spasmodic Croup.—STIMPSON advises the following 
treatment, which, in his hands, has proved successful even 
in very severe cases: The child is first given an emetic 
in warm water in teaspoonful doses. It is then put ina 
hot bath, and after this, flannels wrung out of hot mus- 
tard water (four teaspoonfuls of mustard to the quart) are 
applied to the neck and chest. A two-per-cent. cocain 
spray is of great service in overcoming the laryngeal 
spasm. After the immediate danger is past, the following 
mixture should be given until the catarrhal symptoms have 
disappeared : 

BSyr. scillz i 3 iss 
Tr. opii camphorat. ‘ . 3 ii 
Tr. tolutan. t : 2 gi 


Glycerini 
Aq. dest. ‘ ° q. s. ad. Ziti. 
M. Sig. One-half teaspoonful every three hours dur- 


ing the day, and every four hours at night. 


Tonic for the Scalp.— 
KB Quin. hydrochlor. 
Ac. tannici. 
Tr. cantharidis 
Glycerini . 
Eau de Cologne . 
Vanille 
Pulv. santali 
Alcoholis 
M. Allow the mixture to stand five days, and then 
filter it. S. Apply to the scalp, with friction, every other 


day.—Dettrich. 


To Allay Vomiting Following Anesthesia. — 
B Cerii oxalat. . - " s . 
Codeinz sulphat. . 2 . 
Hydrarg. chlor. mit. 
M. Ft. pulv. No. VI. 
hour for four or five doses. 


gr. xii 
gr. i 


F . . gr. Z. 
Sig. One powder every half 


For Spermatorrhea.— 

B Cornutine citrat. . ’ ° gt. iiss 
Boli alb. : ° . . 3i gr. xlv 
Mucilag. tragacanth, . : . q. Ss. 

M. Ft. pil. No. L. Sig. Two pills daily. 





